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Another new RECOVERY ROOM is equipped with 


MOUNT CARMEL MERCY HOSPITAL IN DETROIT PREFERS HAUSTED EQUIPMENT ABOVE ALL OTHERS. 
Why? Because over the years Hausted wheel stretchers prove themselves to be the most modern, 
efficient and versatile unit available. Hausted stretchers eliminates many patient transfers and 
makes it today’s best unit for EMERGENCY and RECOVERY ROOM use. The patient without being 
transferred can be taken from.receiving or surgery through complete emergency or recovery service 
and then be removed to his bed. Only Hausted’s unique design and quality construction gives the 
necessary ruggedness and mobility necessary for such an efficient application. When you are con- 
sidering new equipment for YOUR Emergency or Recovery Room consider Hausted equipment, 
it's the finest. 


HAUSTED BUILDS A STRETCHER FOR EVERY NEED AND BUDGET 


HAtauAted wanuracturins company 


MEDINA, OHIO 
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A COMPLETE LINE OF STERILE NEEDLE SUTURES OFFERING: , 


GREATER STRENGTH 


BETTER HANDLING 


= 
PRODUCERS OF DAVIS & GECK BRAND SUTURES AND Vin 
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BROKEN GLASS 


D&G SURGILOPE SP* 


Atraumatic’ Needie Sutures and Pre-Cut Lengths 
@ Eliminates jars, solutions, tubes!—no dam- 
age from broken glass... individual sterile 
envelope for each needle suture...no resterili- 

zation problems 

Stronger Sutures with better “hand’’—enve- 
lope pack eliminates kinks, reduces handling, 
anaes better protection for needie and 


el roe preparation—new Strip Pack cuts 
| preparation time to seconds 


= 


ABSORBABLE SUTURES | 


D&G SURGILAR® 


Provides stronger, safer surgical gut'—no glass nicked sutures, 
no weakening by excessive handling, no damage to needle points ae a 
or cutting edges 

* Delivers more flexible sutures'—no reels to cause bends or 
kinks ... quickly opened as needed so suture is always fresh — 
and pliant | 
* Saves nurse time'—faster preparation frees her 


N 
NON-ABSORBABLE SUTURES 
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SURGICAL PRODUCTS DIVISION 
DANBURY CONNECTICUT 
aR aN "ha. rew ,\YRINGES AND NEFODLE | 
TRIBUTET ANADA BY 


MOST USEFUL 


the bactericidal action makes the difference 


‘Ilotycin’ provides, in addition to rapid clini- 
cal response, the important advantages only 
a bactericidal antibiotic can give you 


Effectively eliminates strep. carrier states 


Directly kills pathogens to prevent the emergence 
of resistant strains 


Maximum assurance against spread of infections 


*"Hotycin’ (Erythromycin, Lilly) 


N 
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Also consider ‘Ilotycin’ for safer therapy 


Serious allergic reactions following systemic 
therapy have not occurred to date 


Bacterial flora of the intestine is not significantly 
disturbed 


‘Ilotycin’ is available as specially coated tablets, 


pediatric suspension, drops, otic solution, ointment, 


ophthalmic ointment, and 1.V. ampoules. 


Gs INDIANA, 
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ST OP SOURCE ... For x-ray supplies 


FILM CHEMICALS * ACCESSORIES 


Economical, easy-to-read 
x-ray measuring caliper 


$350 


For precise radiographic measure- 
ments, replace your worn, distorted 
calipers now with these low-cost 
units. Range, 0 to 40 cm. Made of 
lightweight, durable aluminum. 


Lightproof 
Vent-Axia Ventilator 
drives out stale room 


air $5500 


Perfect exhaust fan for small dark- 
rooms, fluoroscopic rooms or offices. 
Mounts in metal, wood, composition 
or plywood up to 1” thick, requires 
6%” diam. wall opening. 


Deluxe x-ray caliper. 
the finest ever! 


$800 


Strong, polished aluminum con- 
struction makes this caliper extra- 


rigid, accurate, lightweight. 
Range, 3 to 40 cm. Special fea- 
tures help you get true laterals 
».. center sacrum and vertebrae. 


Motorless ventilator provides 


free passage for 
air circulation $2900 


Use this lightproof “breather” 
ventilator in your film-process- 
ing and fluoroscopic rooms. 
Installs in wood or metal of 
any thickness... requires 12” 
x 24" wall opening. 


Mechanical interval timer... 


preset in light — 
operate in dark! $1095 


The ideal mechanical timer for 
x-ray darkrooms. Corrosion-proof 
case of molded styrene . . . rug- 
ged works . . . precise timing of 
preset intervals from 15 seconds 
to two hours, 


Lightproof speaking grille 
speeds interroom 
communication $1150 


Two-piece, black-metal grille 
lets you talk between dark- 
rooms and adjoining rooms or 
halls. Fits 6” square wall 


opening. 
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Improve skull technic with 
Angligner and radiographic 
manual. Both for $1700 


Specially designed Angligner 
helps you set correct angle for 
patient's head, film holder and 
x-ray tube. Complete with 
valuable 60-page guide to 
better skull technic. 


Film-haager drip trays 
stave off messy floors 


Pair $800 


Clip these trays onto film hangers 
tocatch drippings during wet-film 
viewing. Small size fits 8 x 10 
and 10 x 12 hangers. . . larger 
size fits 11 x 14 and 14 x 17 
hangers. 


Safety step stool has countless 
uses in x-ray department 


$3.40 


Sure footing is provided by 
ribbed rubber, no-slip top. 
Chrome legs with rubber feet 

. non-tipping design... 
top measures 17%" x 12”... 
height of step, 105”. 


CLIP THIS COUPON ... Or, to obtain these and hundreds of other quality 


accessory and supply items, call your nearby General Electric x-ray office. You'll find it 


listed in the Yellow Pages of your phone book. 


Stainless-steel cart 
offers clean transportation 
of wet films 


$11900 


Rubber-tired, stainless-steel 
film cart will keep your floors 
dry ... carries up to 12 wet 
films at a time. Drip pan 
catches run-off. Size — 18%” 
wide, 33” long, 3342” high. 


“‘cardboards” by 


several times 


Tape-bound, tough, plasticized-paper exposure 
holders give you these special advantages: wash- 
able ... pliable... won't break at folds or fray 
at edges. Available with or without lead backs, 
(See coupon for sizes and prices.) 


Flexible film holders... outwear 


Now everyone can afford 


stainless-steel tanks 


G-E “5-15-5" processing 
tanks offer stainless-steel 
advantages at lowest cost. 
5-gal. developer and fixer 
compartments, 15-gal. 
wash. Various models. Send 
coupon for details. 


SEND TO: 
X-RAY DEPT. YOUR NAME., “ 
GENERAL ELECTRIC CO. | ADDRESS 
ROOM 1-66 
MILWAUKEE 1, WIS. CITY 
CHECK ITEMS REQUESTED: ......Caliper (regular) .......... $3.50 .....Drip trays: 
Film: []Ansco [] DuPont []Keodak [|] Screen [] No-Screen .....Caliper (deluxe) ........... $8.00 SMAll, 
(Available in boxes ef 25, 75, 100) imer $10.95 
......Motoriess ventilator . $20.00 .....Angligner and technic 
SUPERMIX LIQUIDS DEVELOPER REFRESHER FIXER® FIXER manual 
26 oz. makes 1 gal.......... 1 
80 oz. makes 3 gal..... ........ 3.84 hiding FLEXIBLE FILM HOLDERS 
4 or more, each.......... ........ 3.46 Size Sx7 11x14 14x17 
1 gal. makes 5 gal... ........ 4.61 Lead back $2.00 $2.50 $3.00 $3.50 3.58 $3.85 $4.75 


*Comes in 1 and 5 qt. only, to make 1 and 5 gal. of solution. 


Shipping charges, sales and use taxes must be added where applicable. 
Prices subject to change without notice. 
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NATIONAL HOSPITAL ASSOCIATIONS 


American Hospital Association 
1958 Annual Convention — August 
18-21; Chicago (International Am- 
phitheatre; Palmer House) 
1959 Midyear Conference of Presi- 
dents and Secretaries—-February 4-5; 
Chicago (Palmer House) 
1959 Annual Convention — August 
24-27; New York City (Coliseum; 
Statler Hotel) 
1960 Annual Convention — August 
29-September |; San Francisco (Civic 
Auditorium) 


(THROUGH MAY 1959) 


American Protestant Hospital Associa- 
tion—January 27-30; St. Louis (Jef- 
ferson Hotel) 

Catholic Hospital Association—June 2! - 
26; Atlantic City, N. J. (Convention 
Hall; Dennis Hotel) 

National Association of Methodist Hos- 
pitals and Homes —- January 27-29; 
St. Louis (Jefferson Hotel) 


REGIONAL /AEETINGS 
(THROUGH MAY 1959) 


Association of Western Hospitals——Moy 
4-7; Salt Lake City, Utah 

Carolinas-Virginias Hospital Conference 
—April 16-17; Roanoke, Vo. (Hotel 
Roanoke 

Maryland-District of Columbia-Delaware 


hospital association meetings 


Hospital Association——November 3-5: 
Washington (Shoreham Hotel) 
Mid-West Hospital Association Apri! 


1-3; Kansas City, Mo. (Municipal 
Auditorium) 

Middle Atlantic Hospital Assembly — 
May 20-22; Atlantic City, N. J. 


(Convention Hall) 
New England Hospital Assembly——Morch 
23-25; Boston (Statler Hotel) 
Southeastern Hospital Conference— Apri! 
8-10; Atlanta (Atlanta Biltmore Ho- 
tel) 

Tri-State Hospital Assembly — Apri! 
27-29; Chicago (Palmer House) 
Upper Midwest Hospital Conference —— 
May 13-15; Minneapolis ‘{Minne- 
apolis Auditorium; Leamington Hotel) 


STATE AND PROVINCIAL MEETINGS 
(THROUGH NOVEMBER 1958) 


Associated Hospitals of Alberta——October 
21-23; Edmonton (Jubilee Audi- 
torium) 

Arizona Hospital Association—November 
13-14; Phoenix ‘(Westward-Ho Hotel) 

British Columbia Hospital Association — 


October 28-31; Vancouver (Van- 
couver Hotel) 
California Hospital Association——Oc tober 


22-24; Santa Barbora (Biltmore and 
Miramar Hotels) 

Colorado Hospital Association——Oc tober 
9-10; Denver (Cosmopolitan Hotel) 


Florida Hospital Assaciation——-November 


20-21; West Palm Beach (George 
Washington and Pennsylvania Hotels) 

idaho Hospitel Association —- October 
20-21; Boise (Elks Temple) 

indiana Hospital Association — October 
8-9; Indianapolis (Indiana University 
Medical Center Campus) 

Kansos Hospital Association——November 
13-14; Hutchinson (Baker Hotel) 

Minnesota Hospital Association Novem - 


ber 7; St. Paul (‘Lowry Hotel) 

Mississippi Hospital Association—Octo- 
ber 23-24; Jackson (‘Hotel Heidel- 
berg) 


Missouri Hospital Association——Novem- 
ber 19-21; Kansas City (President 
Hotel) 

Montana Hospital Association——Septem- 
ber 15-16; Havre 

Nebraska Hospital Association——October 
23-24; Omaha (Sheraton-Fontenelle 
Hotel) 

Oklahoma Hospital Association — Novem- 
ber 6-7; Oklahoma City 

Ontario Hospital Association — October 
28; Toronto 

Oregon Association of Hospitals ——Octo- 
ber 13-14; Gearhart ‘Gearhort Hote! 

Comite des Hopitoux du Quebec— June 
25-27; Montreol (‘Montreal Show 
Mart) 

Hospital Association of Rhode Island 
October 21; Providence (Sheraton- 
Biltmore Hotel) 

Saskatchewan Hospital Association 

(Continued on page 103) 


RAISED: $260,683 


14 weeks 


| Aucther Haney Vietory! 


LENGTH OF CAMPAIGN: 


BANK OF PUBLIC SUPPORT 


Pay TO THE 
ORDER OF 


Medford, Massachusetts 


LAWRENCE MEMORIAL HOSPITAL _ 


Two Hundred Sixty Thousand, Six Hundred Eighty Three 


No. 12 
May 15, 1958 


$260,683 


Dollars 


WN 


797 WASHINGTON ST. DECATUR 2-6020 
NEWTONVILLE 60, MASSACHUSETTS a 


Member of American Association of Fund-Raising Counsel 
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EY ASSOCIATES INC. 
ATIOON 
| Your Funp-Ratsinc 
VITHOUT CJBLIGATION R EXPENS! | 


ANSCO 


RECTANGULAR , 
STERILIZER 


> M. E. construction . . . Monel 
End Ring welded to nickel clad 


interior for complete armor 
against rust or corrosion. 

> improved external appear- 


ance — easier to keep clean. 


Unitized Control Panel incor- Model M. E. Sterilizers meet the modern need 
porates Indicating-Recording- 


for large capacity steam sterilization of everything from 
surgical and obstetrical packs to treatment trays or flasked 
mproved door e simplifies a 
closing. solutions. They have many specific features which make i" 
them easier, faster and more comfortable to use and less 
correct sterilization cycle with costly to maintain. = 
ae quar & But the truly exclusive feature of the American M. E. is 7 
orren 


the integrity of design and manufacture which is summed up 
> Vacuum drying keeps work 


in the phrase “made by American Sterilizer.'’ Only from 

that priceless ingredient can you derive the ultimate in 

ution exhaust valve speeds ay 

cooling of flosked fluids. convenience, efficiency and lasting economy. 7 

Exclusive steam-lock door as- 
sures complete safety. Write for Bulletin SC-305 


AMERICAN 


STERILIZER Offices in 14 Principal Cities 


ERITE* PENNSYLVANIA 
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New “Surgiderm” glove 


reduces hand and finger fatigue 


NEWLY-DEVELOPED rubber used in 
A B.F.Goodrich ‘“Surgiderm”’ gloves 
makes possible for the first time a 
glove that combines comfort, sensi- 
tivity and strength. 

Surgeons and operating room nurses 
who have tried ‘‘Surgiderm’’ gloves 
like them because they are so much 
more comfortable than other surgical 
gloves. The ‘Surgiderm”’ glove is 30% 
to 50% softer than any regular rubber 


surgeons glove. Because it’s more 


pliable, it takes 25% to 30% less force 
to flex the fingers and hand, a major 
factor in reducing fatigue. 

In addition, the B.F.Goodrich 
“Surgiderm” glove is long-lasting. It 
is strong to start with and stays strong 
even after many sterilizations. It is 36% 
stronger than an ordinary type of glove 
before use, 67% stronger after ten 
sterilizations, and can “ stored for 


months with no danger of deterioration. 
B. F.Goodrich “‘Surgiderm”™ gloves 
cost no more than many standard gloves 
now on the market. They are made in 
sizes from 6 to 10, have rolled wrists 
which fit snugly over the gown, are 
brown in color. Sold by hospital 
supply houses and surgical dealers 
everywhere. Hospital and Surgical 
Supplies Dept., B.F.Goodrich Industrial 
Products Company, Akron 18, Ohio. 


i B.E Goo drich hospital and surgical supplies 
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in these conditions... 


mixed infections of the urinary tract, 


as a supportive measure in surgery, and 
in selected cases of bacterial endocarditis 


the combination........ 


dihydrostreptom ycin is 


herapy of choice........... 


ore wv ial 


m. 300, 000 units 
G procaine crystalline, 100,000 
nite penicillin GC potassium crystal- 
1.0 Gm. dihydrostreptomycin 

Hate, per dose. 


P-S (Day Pownen) 0.5 Combiotic Aqueous 
m. Formula: same penicillin con- 


= eveiiable in 
ent as above, but with 0.5 Gm. dihy- | 
ostreptomycin sulfate per dose. 


omsiotic Aqueous Susrensio Sterajec 


ready to inject) in five-dose “drai 
dose disposab cartrid 


(10 ec.) vials, 400,000 units 
icillin G procaine crystalline and 

with sterile needle attached — 
and dispose — eliminates sterili 


Gm. dihydrostreptomycin sul- 
te, in each 2 cc. dose. 


tion, measuring, assembly, break : 

Pfizer injectables aveilable in si 

dose disposable car riciges: 

LINE Aqueous Susrension, 3 


000; 600,000 and 1,000,000 units. 
Commotic Aovsous Susrensso 
400,000 units penicillin G procai 
crystalline plus 0.5 Gm. dihyd 
streptomycin. 
Stagrromycin Sutrate 
1 Gm. 7 


So.vution, 1 Gm. 
(smaller, 22-gauge needle for me 
dosage forms min‘ mizes injecti 
pain) 
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Are you getting 
this protection? 
More than 500 
satisfied users are! 


Personal radiation exposure reduced by as much 
as 95% with Fluorex” image intensification! 
But here are the principal reasons for purchase: 


. More visible diagnostic detail 
.. Restful, two-eye viewing 
. Increased number of examinations per day 
. No more dark adapting necessary 7 
. . Patient tensions reduced or banished entirely 
. Radiologist fatigue down, efficiency up 


NOW YOU CAN OBTAIN FLUOREX FEATURES 
IN A DELUXE DIAGNOSTIC GROUP AT LESS 
THAN THE COST OF MANY CONVENTIONAL 
INSTALLATIONS. 


Your Westinghouse representative has a very special message 
for you about this picture. He will also explain the practical 
facts about Fluorex as a self-liquidating investment. J-08366 


Westinghouse Electric Corporation 
X-Ray Department, 2519 Wilkens Avenue, Baltimore 3, Maryland 


___Please have your Westinghouse X-ray Specialist contact me. 


__Please send me more information about the Diagnostic Team. 


NAME 


HOSPITAL OR CLINIC 


STREET AND NO. diate 
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e a 
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WHEN YOU 
STANDARDIZE 
ON THE 


STAFF CHIEFS 


base decisions on exact blood- 
pressure readings. 


DOCTORS and 
NURSES 


measure bloodpressure quickly 
and accurately—everywhere in 
the hospital. 


MAINTENANCE MEN 


find repairs minimized; re- 
placement of parts simplified. 


THE ADMINISTRATOR 


saves both time and money 


for the hospital. 


BLOODPRESSURE STANDARD 
THE WORLD OVER 


IT PAYS TO STANDARDIZE ON 
THE BAUMANOMETER® 


W.A. BAUM coa., Ino. 


COPIAGUE, L.1., N.Y. 


Since 1916 Originator and Maker of 
Bloodpressure Apparatus Exclusively 


12 


introducing the authors 


Malcolm W. Hood uses a case 
study involving 11 St. Paul and 
Minneapolis hospitals to support 
the case for 
medical record 
standard- 
ization within a 
restricted geo- 
graphical area 
(p. 46). Mr. 
Hood conducted 
the study last 
year while he 
was a student in 
the University 
of Minnesota 
course in hospital administration. 

After completing the academic 
requirements for the master’s de- 
gree, Mr. Hood accepted his pres- 
ent assignment as administrative 
resident at the San Jose (Calif.) 
Hospital. 

Prior to entering the Minnesota 
course, Mr. Hood served as per- 
sonnel director at Oakwood Hos- 
pital, Dearborn, Mich., for four 
years. He is a graduate of the hos- 
pital personnel administration 
training program at St. Luke’s 
Hospital, Cleveland. 

Mr. Hood is a 1951 graduate of 
Oberlin (Ohio) College. 


MR. HOOD 


Dorothy Lt. Kurtz, C.R.L., outlines 
a system for hospitals of routine 
reporting of untoward drug reac- 
tions. The pro- 
cedures are cur- 
rently being 
established in a 
pilot study con- 
ducted by the 
Food and Drug 
Administration 
and the Ameri- 
can Association 
of Medical Rec- 
ord Librarians. 
Miss Kurtz also 
discusses the implications of this 
program on the medical record 
librarian and other hospital per- 
sonnel on p. 49. 

Immediate past president of the 
American Association of Medical 
Record Librarians, Miss Kurtz is 
chief medical record librarian at 


MISS KURTZ 


Columbia-Presbyterian Medical 
Center, New York. Miss Kurtz 
came to the center approximately 
one year after it was opened and 
reorganized the medical record de- 
partment there. 

Since Columbia-Presbyterian 
Medical Center was one of the 
first large medical centers, much 
of Miss Kurtz’s work has been of 
a pioneer nature. The center was 
one of the first to use a phonetic 
numeric filing system for names 
and terminal digit filing. 

Miss Kurtz is a graduate of Wil- 
son College, Chambersburg, Pa. 


Sister M. Loretta, O.5.B., R.R.L., dis- 
cusses working patterns used by 
medical record: librarians for su- 
pervision of medical records in 
two or more hospitals and offers 
guidelines for setting up a pro- 
gram of group supervision in her 
article on p. 37. 

Sister Loretta is chief medical 
record librarian at St. Mary’s Hos- 
pital, Duluth, Minn., and director 
of the program in medical record 
science, College of St. Scholastica, 
Duluth. The college and hospital 
are “home” to Sister Loretta; she 
received her B. A. degree from the 
college and completed the course in 
medical record library science at 
St. Mary’s Hospital and the Col- 
lege of St. Scholastica. Sister 
Loretta received her master’s de- 
gree from the University of Min- 
nesota. 

An active participant in medical 
record and hospital associations on 
the national and state levels, Sister 
Loretta is currently a director of 
the American Association of Medi- 
cal Record Librarians and chair- 
man of its Committee on Public 
Relations. She is also chairman of 
the Education Committee, Minne- 
sota Association of Medical Record 
Librarians. 

Sister Loretta is past president 
of the Minnesota Association of 
Medical Record Librarians and the 
Duluth Health Council. She has 
also served as vice president of the 
AAMRL and the Minnesota Hospi- 
tal Association. 
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BARDIC® 
disposable 


- plastic products 
in modern polyvinyl 


1708 Stomach Tube (Levin type) 50° long. 
Tube marked at 18. 22, 26 and 30 inches from 
distal end. 12 and 16 French 


1720 Oxygen Catheter — Tinted green, 
16° length, 10 and 14 French. 


a// Connectors are designed to fit standard accessory equipment 


EXTEND HOSPITAL SAVINGS 


Appreciable convenience and cost savings in 
the patient’s medical and surgical care are 
realized with Bardic disposable products. In 
permitting discard after one use, these dis- 
posable sets eliminate the nuisance of re- 
processing, more than pay for themselves in 
important time and labor savings. 


Therapeutically, “‘Bardic’’ sets are sound, 
chemically inert, non-reactive to body chemi- 


1741 Enema or Harris Flush Tube. 24 Fr 1750 Extension Tube. 20 length, sterile and 


cals. In fact, their formulation of clear, 60° length. 1740 Rectal Tube, same as 1741 non- pyrogenic Nylon adapters connect any 
: except 20° length. two pieces of equipment wifh luer-slip or luer- 
smooth plastic has been found to favor the lok fittings 
psychological well-being of the patient. Of 
special note—their use removes danger of 
cross-infection. -clear -smooth -safe 
Cc. R. BARD, INC. SUMMIT, N. J. : 


-convenient and expendable 
Order from your Hospital [ Surgical Dealer 


BARDIC® 


— the new word in 
disposable products 


1725 Oxygen Connecting Tube 60” length 1727 Oxygen Cannula. Tinted green. Lightweight 
tinted green Flexible connectors at both ends malleable earpieces insure patient comfort. marked 10, 20, 3 inches from distal end 
1765 Connecting Tube with female adapters 1731 tmfant, 8 Fr. 15° and Premature 
clear plastic, 18” length infant, 5 Fe. 15”, sterile, non-pyrogenn 

1733 Premature infant, 5 Fr. 36"; sterile, 
non- pyrogenic 


1730 8 Fr, 42” length 


..@ Companion line, 


1766 same as 1765, except 60” length 


in fine quality 
and performance, 
to world-famous 
BARDE X®: 
Foley Catheters 


1757 Urinary Drainage tube with bottle con- 
nector. 9/32 lumen, 60° length. Sterile, non- 
pyrogenic. 1794 same as 1757 except 3/16 
lumen 


1756 Urinary Drainage Tube. 9/32 !umen, 
60” length. Sterile, non-pyrogenic. Tapered 
adapter connects to indwelling catheter. 1755 
same, except 3/16" lumen, 


1760 Suction Catheter. Whistle tip with 
molded eye. Ridged nylon connector, 22° 
long; 10, 14 and 18 French. 
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your date 
with the future... 


AUGUST 18-21, 1958 
INTERNATIONAL AMPHITHEATRE 


CHICAGO, ILLINOIS 


Wels WAST... 


60 years of dedication 


of better hospital care 


to the development 


for all the people 


Attend the 60th annual convention 
of the American Hospital Association 


General assemblies with nationally known speakers 


KEEP PACE WITH TRENDS | 's#ructional conferences 
Management symposiums 


IN THE HOSPITAL FIELD 


AT THE CONVENTION | concurrent sessions 


.. FEATURING ... | Werked For Us’ 
Trustee Day 
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THE MOST EFFICIENT COLOSTOMY DRESSING EVER MADE— 


omy paessn? NEWEST EXAMPLE OF CURITY LEADERSHIP IN PRE-PACKAGED DRESSINGS 


Exclusive KERUX® Fiul—for capillary action 


Exclusive WEBRIL® Collar —for soft support 


\ 


Exclusive Pre-Cut TELFA® Protective Sheet— 
for the kindest skin protection possible. 


pO 


Hospital Furniture by the Simmons Company : 


Curity Pre-Pack-The modern way 
to efficient dressings technique ; 


Easily assembled, neatly disposed of—the latest in Curity’s Why not take advantage of all these a 
Pre-Pack Hospital Dressings is designed especially for a labor-saving Curity Pre-Packs ? a 
colostomy. Four well-fitted units that take the waste and Cove tomas "4 
mess out of “improvising.” KOTEX* Maternity Pads with Wondersoft* 7 

Curity Pre-Pack dressings more than pay for themselves Pre-Pack 12's (650) - 
in savings of time, materials and costly hand labor. Counting, Pre-Pack 1's (659) 5 


folding, labeling, wrapping—they’re all done with the quality oF 


TELFA Non-Adherent Sponge-Pad (196) 2 
and unfailing consistency that only precision-made machines TELFA Non-Adherent Strip (747) = 
can maintain. Colostomy Dressing (890) i 

Keep in touch with your Curity representative for complete Heavy Drainage Dressing (893) a 
data on the latest in Pre-Pack Hospital Dressings. Abdominal Pad 10° x 8° (109) 2 


Abdominal Pad 72” x 8” (179) 
KERLIX Roll (73) 


Curity 
HOSPITAL DRESSINGS 
Bauer « Black 


DIVISION OF THE KENDALL COMPANY 


*Reg. T.M. of Kimberly-Clark Corp. 
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maintain patient morale during long periods of summertime treatment and convalescence. 


General Electric Thinlines Air Condition 
World-Famous Center of Healing Arts 


Patient comfort is assured in world- 
famous Montefiore Hospital in the 
Bronx, New York. 

During the hot surgmer months, 
General Electric Thinline air condition- 
ers provide cool comfort and fresh 
filtered air for patients and help main- 
tain the hospital’s bed census at an 
even level. 

Air conditioning is an example of 
Montefiore Hospital’s insistence on 
providing everything necessary for pa- 
tient well-being, including whatever 
can make a hospital stay more pleasant. 


ideally suited for hospital use, G-E 


Thinline air conditioners can be con- 
trolled independently so the occupants 
of each room can have the temperature 
they desire. 
Air conditioning is economical, 
too, when you choose G-E Thinline 
units. No expensive plumbing or duct- 
work is needed, no valuable floor space 
is wasted. And you don't have to pay to 
cool areas that are not in use. 
Hospitals that are not air conditioned 


Progress /s Our Most /mportant Product 
GENERAL @@ ELECTRIC 


Here in one of New York City’s largest hospitals, General Electric Thinline air conditioners help 


Window-movunted //in/ine units allow 
enough light to keep hospital rooms 
bright and cheerful. 


can assure patient comfort and add to 
their service by acquiring a number of 
Thinlines for rental. They soon pay for 
themselves—and more! 

Whether yours is a new or an existing 
building, why not look into the advan- 
tages of air conditioning with General 
Electric Thinline air conditioners. 

Your G-E representative has full de- 
tails. General Electric Company, Ap- 
pliance Park, Louisville 1, Kentucky. 


THINLINES FIT IN UPPER OR LOWER SASH... . IN CASEMENTS... 
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G-E THINLINE AIR CONDITIONERS FIT ALMOST ANYWHERE...IN ANY TYPE OF CONSTRUCTION. 
en THROUGH THE WALL... OR IN A SWING-AWAY PANEL 


digest of NEWS 


> REPORT FROM WASHINGTON—-Congressional committees took action late in 
May on issues of importance to hospitals. 


The committees proposed that: 


® Hill-Burton hospital construction program be extended for three 


more years. 
®$12 million be cut from the 
civilian side of the “medicare” 
program for dependents of mem- 
bers of the uniformed services. 
®$75 million be added to the 
loan program for student nurse 
and intern housing. Details p. 89. 

@ Nonprofit hospitals will be 
eligible for loan funds under a bill, 
Community Facilities Act, reported 
out of a House committee on June 
4 preparatory to action by the full 
House. The House committee rec- 
ommended a $2 billion appropri- 
ation for the program; a Senate- 
passed version calls for a $1 bil- 
lion appropriation. Earlier story 
p. 90. 

@ Hearings on the social security 
program have been scheduled by 
the House Ways and Means Com- 
mittee for June 
16-27. 

Committee 
Chairman Wil- 
bur D. Mills 
(D-Ark.) said 
that the hear- 
ings will cover 
all titles of the 
Social Security 
Act. Chief items 

REP. MILLS of interest to 

hospitals will 

be the bill relating to health care 

of the aged introduced by Rep. 

Aime J. Forand (D-R.1.) and 

testimony on public assistance 
payments. 

It is planned that testimony on 
the need for federal aid for health 
care of the aged will be compiled 
during this session of Congress; 
action can then be taken during 
the next session without further 
hearings. 

Public assistance benefits vary 
according to state law, but could 
‘be raised by congressional action 
increasing the federal share of 
matching payments. The program 
provides aid to the needy aged, 
the blind, the totally disabled, 
and dependent children. 
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The American Hospital Associ- 
ation is supporting an amendment 
introduced by Rep. Eugene J. 
McCarthy (D-Minn.) which would 
increase the federal share of pub- 
lic assistance payments to states. 
HOSPITALS CHALLENGE POWER OF 
PENNSYLVANIA INSURANCE COMMIS- 
SIONER——Pennsylvania’s insurance 
department has been charged with 
assuming “undue controls over 
the business and affairs of the 
hospitals” through Blue Cross rate 
controls. 

Bryn Mawr Hospital, Lankenau 
Hospital, and Germantown Dis- 
pensary and Hospital, all in the 
Philadelphia area, brought suit in 
Dauphin County Court because of 


a recent insurance department rul- 
ing. A decision allowing a Blue 
Cross premium rate increase of 
39.7 per cent for the Philadelphia 
area was handed down by the de- 
partment, but included rejection 
of a requested 10 per cent to 15 
per cent increase for per diem hos- 
pital reimbursements. 

The hospitals charged that by 
granting higher hospitalization in- 
surance premiums, but refusing to 
allow Blue Cross to up its pay- 
ments to hospitals, Insurance Com- 
missioner Frances R. Smith “un- 
lawfully interfered with the 
proper performance of the duties 
of the directors and trustees of 
the hospitals.” 

Management of the hospitals, 
they stated, is entrusted to their 
respective boards of directors and 
the insurance department has no 
jurisdiction over the rates they 
charge Blue Cross. 


HOSPITALS CROWDED AFTER WISCONSIN TORNADOES—-Twenty-six persons 
died and more than 100 were injured as the result of tornadoes which 


struck northwestern Wisconsin June 4. 


The tornadoes struck the towns of Woodville, Colfax, Chippewa Falls, 
Eau Claire, Menomonie, and Knapp in the “Blue Diamond” area (so called 


because of the rocky valley which 
cuts through the region) of Wis- 
consin, bordering the Mississippi 
50 miles east of Minneapolis. 
Thirty-eight injured persons 
were reported to be at Memorial 
Hospital, Menomonie 17 of them 
requiring hospitalization. There 
were 35 patients at St. Joseph Hos- 
pital, Chippewa Falls, 10 of them 
critically injured. Eau Claire hos- 
pitals reported that 40 tornado 
victims were taken in for care. 
Because sO many persons were 
injured in the Menomonie area, 
doctors asked the least seriously 
injured to accept emergency first 
aid and leave so that the more 
seriously injured could be given 


the attention they needed. 

Doctors and ambulances within 
a 60-mile radius were alerted for 
emergency duty. Communication 
was difficult, however, because of 
downed telephone and power lines. 

Scores of homeless were cared 
for in National Guard armories and 
gymnasiums. National Guardsmen, 
Civil Air Patrol personnel, and 
civil defense workers were called 
out to help the injured and pre- 
vent looting. 

@ Some 188 children at Eugene 
Cross Elementary School, Marion, 
N.C., were stricken with food 
poisoning on June 3. Of these, 118 
were taken to 60-bed Marion Gen- 


Worth Quoting 


Health Services, October 1956, 


“. .. The hospital at its best . . 


. » in addition to being the center 
of medical knowledge, is an extension of home care, providing along 
with its skills, kindly and sensitive personal attention .. .”"—George 
Bugbee, president, Health Information Foundation, in Progress in 
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eral Hospital and 70 were put on 
cots in schoolrooms and hallways. 
None of the children were re- 
ported to be in critical condition. 

The hospital put its disaster 
plan into effect; doctors, nurses, 
‘and other staff personnel rushed 
to the hospital for emergency duty. 

All patients in the hospital at 
the time of the food poisoning at- 
tack were carried into the nurses 
home next to the hospital or sent 
home. 

Cause of the poisoning was un- 
known. 


> PSYCHIATRIST CALLS FOR MENTAL HOS- 
PITAL CHANGES—The large public 
mental hospitals of this country 
should be “liquidated” because 
they are “bankrupt beyond reme- 
dy,” Dr. Harry C. Solomon, presi- 
dent of the American Psychiatric 
Association, told the group at its 
annual convention. Details p. 93. 


PHEALTH CARE OF AGED DISCUSSED AT 


MIDDLE ATLANTIC MEETING—Dr. Ed- 
win L. Crosby, director of the 
American Hospital Association, 
was among the speakers at the 


GUARD AGAINST 


ants 
ee with Bactericidal, Fungicidal, 


BACTINE sprayed on the hands gives a of removable bacteria more 
than sufficient for your routine needs. The broad spectrum of BACTINE 
includes gram-positive and gram-negative bacteria and fungi. Write 
Dept. HO-68 for literature and your clinical supply in the handy dispenser. 


Ingredients: Contains the quaternary am- 
monium compound, methylbenzethonium 
chloride, for broad spectrum bactericidal 
action and chlorothymol to provide fungi- 
cidal properties as well. Lowering of the 
surface tension is enhanced by the 
of polyethylene glycol mono-iso-octy! henyl 
ether. Other ingredients are water, alcohol, 
propylene glycol and essential oils. 


How Supplied: CONCENTRATED Bactine, 
for professional use, in bottles of | and 
1 pint. When diluted with. water pict 

makes 1 gallon of standard BACTI 


Economical and space-saving. 


MILES LABORATORIES, INC. / Elkhart, Indiana { Products FOR BETTER HEALTH 


10th annual meeting of the Middle 
Atlantic Hospital Association who 
discussed the work being done to 
improve the health care of the 
aged. Details p. 94. 


} MEDICAL ASSOCIATION REPORTS ON 
NEW PHYSICIANS—More than 7000 
new physicians entered medical 
practice in the United States in 
1957. 

The information is contained in 
the 56th annual report of the 
American Medical Association’s 
Council on Medical Education and 
Hospitals. 

The council reported that 1957 
was the fifth consecutive year in 
which more than 7000 new phy- 
sicians entered practice. 

Of the 7455 new doctors licensed 
to practice, 5874 licenses were 
given as a result of written exam- 
ination and 1583 by interstate 
reciprocity or endorsement of 
credentials. 

During the same period, 3500 
physician deaths were reported, 
reducing the over-all gain in the 
doctor population to 3955. 

In all, state and territorial 
boards issued 15,090 licenses dur- 
ing the year, but 7635 went to 
doctors already holding licenses 
from another state or to persons 
who took examinations in more 
than one state. Licenses issued by 
written examination, reciprocity, 
or endorsement of credentials, in- 
creased 547 over 1956. 

During the year there were 9116 
applicants for licensure by writ- 
ten examination; of these, 7769 
passed and 1347 failed. Among 
those who took the examination 
were: 6244 graduates of approved 
U.S. medical schools; 185 from ap- 
proved Canadian medical schools: 
four graduates of approved U.S. 
schools no longer in existence; 
2299 from foreign medical facul- 
ties; 42 graduates of unapproved 
U.S. medical schools no longer in 
existence, and 342 graduates of 
schools of osteopathy. 

California issued 2167 licenses, 
leading all the states. Nevada, 
with 15, licensed the fewest doc- 
tors. New York was second high- 
est with 1355 licenses. Ohio and 
Pennsylvania were next with 831 
and 744 licenses respectively. 
Florida, Llinois, Maryland, and 
Texas each issued in excess of 500. 
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B-D OFFERS 


HYPAK 


STERILE DISPOSABLE 
GLASS 


SYRINGE-NEEDLE 
COMBINATION 


ALL GLASS BARREL—from vial to injection, 
your medication is safe in clear, 
Resistance glass—the proven material. 

B-D CONTROLLED -sterile, pyrogen-free, 
nontoxic. NEW, SHARP NEEDLE POINT 
—greater patient comfort. 


9% 


MANUFACTURED, STERILIZED AND CONTROLLED 


DESIGNED FOR ONE-TIME-USE 


60) YALE 


STERILE DISPOSABLE 
HYPODERMIC NEEDLE 


TRULY DISPOSABLE —color-coded, 
inert plastic hub* will not with- 

stand conventional resterilization. 
STERILE, PYROGEN-FREE, NONTOXIC 
—B-D Controlled. 

SAVES LABOR—no after-use handling. 
NEWLY DESIGNED POINT 

—smooth penetration every time. 

Fits all Luer-Lok® 

andi Luer-Slip syringes. 


v 
By B-D 
iT 
PRODUCTS 


ve 
; 
= 
yo 


f 
~ ~ 
é 


\ 
) 


FOR MAXIMUM IN-USE ECONOMY 


INTERCHANGEABLE 
SYRINGE WITH 


CLEAR GLASS BARREL 


REDUCED BREAKAGE — barrel of 


clear, Resistance glass unweakened 


by grinding. 


EASILY AND QUICKLY ASSEMBLED 


—no tedious matching of parts. 

LOWER REPLACEMENT COSTS 
—every plunger fits every barrel. 
CONTROLLED FIT 

—“backflow” eliminated. 


STANDARD OF THE MEDICAL PROFESSION SINCE 1897 


v 


B-D] 


Becton, DicKiINSON AND COMPANY 
RUTHERFORD, NEW JERSEY 


B80. DISCARDIT HYPAR. LUER LOR 
MULTIFIT AND YALE ARE TRADEMARES OF 
AND COMPANY 


BECTON DICKINSON 


STAINLESS 
HYPODERMIC 
NEEDLES 


RUST-RESISTANT throughout — 
STIFF enough to 

pierce tissues easily 

— FLEXIBLE enough 

to bend without breaking 

— HARD enough to hold 

| a sharp point— 
TOUGH enough to 
assure long use. 
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HYPODERMIC EQUIPMENT 
COLOR-CODED for easy identification 


YALE HYPAK Sterile Disposable GLASS 
Sterile Disposable Needle Syringe-Needle Combination 


-- oun 


PACKAGED for hospital convenience 


YALE STERILE DISPOSABLE NEEDLES —for all B-D Luer-Lok and Luer-Slip Syringes 


p 


Catalog No. Gauge Color Code 100 needles (20 strips of 5) in sturdy package 
HSYN 25 Gauge x %” (Blue) 

HSYN 22 Gauge x 1” (Black) with handy slide-off sleeve for disposing of used 
HSYN 22 Gauge x 142” (Black) 
needles. Shelf package: 1000 needles. Case: 5 
HSYN 20 Gauge x 142” (Yellow) shelf packages (5000 needles) 

HYPAK STERILE DISPOSABLE GLASS SYRINGE-NEEDLE COMBINATION 

A702 2cc.with 25 x %” needle (Blue) Individual unit in sealed polyethylene bag. 20 units 


A702 2cc. with 22x 1” needle (Black) 
A702 2cc.with22x needle (Black) 
A702 2cc. with 20x 1%” needle (Yellow) 2 shelf packages (1000 units). 


B-D CONTROLLED your assurance of sterility 


On all sterile, disposable DISCARDIT products, B-D supplements federal sterility controls by 
introducing with each product lot undergoing sterilization, red-marked products contaminated 
with organisms known to be resistant to the sterilizing agent. B-D passes production lots only 
if post-sterilization tests establish the sterility of both regular product samples and the extra 
red-marked control samples. 


B-D] BECTON, DICKINSON AND COMPANY: RUTHERFORD, NEW JERSEY 


in Canada BECTON, DICKINSON & CO., CANADA, LTD., TORONTO 10, ONTARIO 


B-D, DISCARDIT, HYPAK, LUER-LOK, MULTIFIT AND YALE ARE TRADEMARKS OF BECTON, DICKINSON AND COMPANY 


per box. Shelf package: 25 boxes (500 units). Case: 


©iese, BECTON, DICKINSON AND COMPANY PRINTED IN U.S.A $5458 
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Hinsdale (Ill.) 


Health Museum 


HEALTH education and biclogy students investigate the eye, ear, skin and lung ex- 
hibits at the new Hinsdale (lll.) Health Museum. The eye exhibit shows both normal and 
abnormal vision, and how the latter is corrected by glasses. The skin exhibit at 
the museum features an enormously magnified segment of this largest organ of the body. 


is designed to build 


better health through better understanding 


The nation’s fourth museum 
devoted exclusively to health was 
opened last month at the Hinsdale 


THE “transparent talking woman" is a life- 
size, plexiglass figure with all bodily organs 
plainly visible. Each organ lights up in turn 
as the model herself explains its functions. 
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(Ill.) Medical Center. The other 
three museums are located in 
Cleveland, Philadelphia and Dal- 
las. 

Built at a cost of more than 
$100,000, the museum was made 
possible through the Kettering 
Family Foundation. The museum 
occupies one wing of the trilevel 
Hinsdale Medical Center. 

The museum was built to pro- 
mote better living for the indi- 
vidual and the family through 
better understanding of the nor- 
mal body and how it functions. 
It is also hoped this museum will 
serve as a model and a pilot for 
other communities wishing to 
establish a health center. 

The museum at present con- 
sists of 12 major exhibits and 
utilizes such visitor participation 
tools as push buttons, telephones, 
flashing lights and moving parts. 
For example, the lung exhibit 
makes it possible for the visitor 
to check his lung capacity, while 
the ear exhibit features a human 
“telephone receiver’. 

Many of the exhibits were de- 
signed especially for the museum. 
The “transparent talking woman” 
was constructed by the Gesund- 
heits Museum in Cologne, Ger- 
many, and was flown across the 
Atlantic for permanent exhibi- 
tion at Hinsdale. The “brain” ex- 
hibit, the only one of its kind, 
was designed and built with the 
advice of Dr. Frederic Gibbs, 
brain specialist. The “body cell” 


exhibit, also designed especially 
for Hinsdale, forms the motif for 
the museum. 

Adjoining the museum is a 
health theater with a seating ca- 
pacity of 56. The theater is the 
home of the transparent talking 
woman. It also includes a pro- 
jection room for showing films 
from the museum’s film library. 

The theater is available to the 
medical profession and the public 
for meetings related to medicine, 
health, and hygiene. 

Admission to the museum is 
free. | 


Menorah Medical Center 
publishes visitor’s guide 


The Visitor’s Guide to Bedside 
Manners is a 3-inch by 4-inch 
leaflet of do’s and don’ts for guests 
visiting their family or friends in 
the hospital. Published by Meno- 
rah Medical center, Kansas City, 
Mo., the guidebook lists the hos- 
pital’s visiting hours and offers 
suggestions on gift-giving. 

Among the “do’s” suggested for 
visitors are brief visits of not more 
than 15 minutes with conversation 
centered around pleasant things: 
Visitors are encouraged to offer to 
do the patient’s laundry or to 
bring him reading material. 

The “don’ts” include criticism of 
treatment given, long and loud 
conversations, smoking, and de- 
tailed reports of other patients 
with the same illness. bd 
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Laundry Modernization at Flushing, N. Y., Hospital and Dispensary 
Equipment investment $66,000 
Net yearly labor savings $17,000 


How often do your investments bring such a handsome return ? 


The laundry is one of the few places in a hospital where the work can be 
done by machines instead of people. And that’s where you realize the great- 


est return on your investment. 


Every hospital needs new beds, X-ray and surgical equipment, a host of facili- 
ties, but, as the Flushing Hospital administration found out — your laundry 


may be the area where your dollar buys more! 


Because of the progress in technological design, there is a tremendous 
difference in the laundry machinery of today and that of 10 or 20 years ago. 
Modern 1958 automatic laundry equipment bears little resemblance to its 
manually-operated counterpart of yesteryear. The obsolescence of your old 


machinery may be more costly than you suspect. 


In addition to the quick return on their investment, Flushing Hospital’s 
laundry modernization provided many other important benefits — faster 
return of linens to service, better quality work, increased production and 


improved working conditions. 


So, even though it’s only one of many departments, your laundry may be a 


sleeping giant as far as cost reduction is concerned. Your nearby American 


Man from the Factory has all the details on modern, labor- 


saving laundry equipment. Call him today, or write. 


Fifteen years ago there would have. 
been several men in this picture. Now, 
these automatically-controlled Cascade 
Unloading Washers are casily handled 
by one man in addition to his other 
duties. 


The American Laundry Machinery Company, Cincinnati 12, Ohio 
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Present-day extractors do much to 
lighten the physical work load, speed 
production. Containers of the new 
Notrux Extractor {above right) are 
mechanically conveyed to and from 
the Unloading Washers. 
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Job-rating equipment is another tech- 
nological advance. These Zonc-Air 
Drying Tumblers are designed to be 
compatible with other cquipment. 
Operator is kept busy at all times, 
docs not have to wait for work. 


in. 


- Even small machines like this Cascade 
End-Leading Washer enable 
‘to use their time most effectively by 


~ 


rators 


rforming a variety of functions. 


A much smaller operating crew now 
casily handles 106,000 pieces of Mfat- 
work a month on this high-speed 
Super-Sylon Ironer equipped with 
completely automatic Trumatic Folder. 


These onec-operator units of Super- 
Zarmo and Super-Zarmoctte Presses, 
which finish ever 2,200 uniforms and 
other garments cach month, are a 
good example of the modern high-pro- 
duction laundry equipment available 
today. 
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New AHA committee formed 


Does the American Hospital Asso- 
ciation conduct any programs in the 


field of metropolitan area problems? 


For a number of years, the AHA 
has conducted two conferences an- 
nually for directors of metropoli- 
tan hospital associations with full- 
time employed staffs (of which 
there are now 24). 

Within the last year a Commit- 
tee on Metropolitan Hospital As- 
sociations of the Council on Asso- 
ciation Services was formally 
established. Virtually every aspect 
of operation of metropolitan hos- 
pital organizations and their pro- 
grams have been discussed at 
these meetings. The new commit- 
tee recently met for the first time 
primarily to consider proposed 
programs that the AHA may un- 
dertake for their benefit, and to 
participate in planning the pro- 
gram for a week-long conference 
to be held in June. 

—RUTH BARNHART 


Minimum wage laws 


I note on page 49 of the Feb. I, 
1958, issue of HOSPITALS, J.A.H.A.., 
that the Board of Trustees of the 
American Hospital Association voted 
to reaffirm the Association’s present 
policy of not seeking for hospitals, 
specific exemption from the wage and 
hour provisions of the Fair Labor 
Standards Act. 

It has been my understanding that, 
generally speaking, hospitals are ex- 
empt from the application of the fed- 
eral minimum wage laws. In the event 
that I am misinformed on this matter, 
I should appreciate knowing it. 


Under Section 13 (a) (2) of 
that Act, a retail or sérvice es- 
tablishment meeting the following 
criteria will be classified as an 
exempt establishment and does 
not have to comply with the Act: 

“(1) The establishment must 
be engaged in making sales of 
goods or of services or of both. 

(2) The establishment’s total 
annual dollar volume of sales of 
such goods (if it sells goods only) 
or of such services (if it sells 


The answers to these questions should not be con- 
strved as being legal advice. Hespitals with legal 
problems are advised to consult their own attorneys. 
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services only) or of -both (if it 
sells both goods and _ services) 
must meet the following tests: 

(1) at least 75 per cent must be 
from sales of goods or services 
which are both (A) recognized as 
retail sales or services in the par- 
ticular industry and (B) not for 
resale. 

(ii) More than 50 per cent must 
be from sales of goods or services 
which are made within the state 
in which the establishment is 
located.” 

Under an Interpretative Bul- 
letin (Part 779) issued by the 
Department of Labor, hospitals 
are regarded as being in nature 
a traditional type of retail or 
service establishment. And if they 
meet such criteria, they are en- 
titled to the exemption provided 
in the act. This situation, with 
respect to any individual hospital, 
should be cleared with the hos- 
pital’s attorney. 

At present, Congress is con- 
sidering a number of proposals 
which would substantially change 
some of. the criteria, and if 
adopted, would bring additional 
hospitals within the purview of 
the Fair Labor Standards Act. The 
Association is watching with ut- 
most care and concern the direc- 
tion Congress will take. Thus far, 
the Senate Labor and Public Wel- 
fare Committee, which concluded 
last year its hearings on these 
proposals, has been unable to 
reach agreement. The House, be- 


cause of the great number of. 


persons wishing to testify, was 
unable to complete its hearings on 
this subject. As a consequence, 
there is little likelihood of any 
change in the law in this session 
of Congress. 

Som: types of hospitals are now 
subject to the Fair Labor Stand- 
ards Act. Noteworthy among these 
are hospitals operated by large 
industrial companies primarily for 
the use of their own employees. 
Such hospitals are viewed as being 
an integral part of the over-all 
operations of industrial organiza- 
tions engaged in interstate com- 
merce, and hence come within the 
reach of the act.—JOHN T. KELLY 


Rate structure review 


We are re-evaluating our present 
rate structure and would appreciate 
knowing the per cent distribution 
of income by departments normally 


found in a 50-bed hospital. 


The best method for determin- 
ing cost for the revenue producing 
departments is to do a cost finding 
procedure in accordance with the 
principles discussed and illustrated 
in the AHA manual Cost Finding 
for Hospitals. 

The method illustrated in this 
manual does not specifically refer 
to the revenue producing depart- 
ments versus the nonrevenue pro- 
ducing departments; however, 
there will be no particular prob- 
lem in defining the departments 
to which you wish to have the cost 
finally allocated as being the 
revenue producing departments. 

For example, the general service 
departments should be listed, fol- 
lowed by the revenue producing 
departments. You should list first 
the general service department 
which renders the most service 
and receives the least service. The 
cost of each department would 
then be allocated to the depart- 
ments served in accordance with 
the discussion in the manual. The 
manual also gives specific statisti- 
cal bases which can be used and 
allocated in the cost of particular 
departments. You may not have 
these statistical bases at the pres- 
ent time, and in such a case, you 
may find it desirable to use a 
substitute basis which will give 
much the same result. After the 
cost of the first department is 
allocated, it is considered closed, 
and you move to the next depart- 
ment and continue this allocation 
procedure until all. the general 
service departments costs have 
been allocated to the revenue pro- 
ducing departments which you 
have listed. 

The manual will be of consider- 
able assistance as you get into 
the details of the cost finding pro- 
cedure. Cost Finding for Hospitals 
is available from AHA headquar- 
ters at $3 per copy. 

—ELTON TEKOLSTE 
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America’s most popular nurser 


Cut bottle 
preparation 

time | | 
20% with | 


evenflo 
nursers 


A time-study check at a leading 
metropolitan hospital* proves that 
use of Evenflo Nursing Units cuts 
over 65 minutes from the average 
time required to prepare 100 bottles 
for feeding — a saving of 20%! 

The study compared use of 1,000 
Evenfio Units with that of an equal 
number of narrow neck bottles and 
nipples. Evenflo Nursers cut 10 
hours, 55 minutes, from the daily 
workload, released needed personnel 
for other duties. The hospital report 
Stated that Evenflo’s widemouth 
bottles saved time during cleaning 
and pouring, and that sterile nipples 
were positioned for feeding faster, 
more easily and without being 
touched. 

Evenflo Units continue paying for 
themselves. Their easy-to-use caps 
and discs prevent contamination and 
waste of formula, while their higher 
thermal shock range reduces break- 
age and replacement. 

See how Evenflo Nursers can re- 
duce your hospital’s workload, save 
time and money. Call your local 
Evenfio dealer, or write direct to 
Evenflo, Ravenna, Ohio. 

*Copies of the Report of Infant Feeding 
Process available on request. 

Used by more mothers than 

all other nursers combined. 


NEW evenflo SILICONE NIPPLE 
CUTS REPLACEMENT COSTS 


® Losts 8 to 10 times longer 

® Soves time — easier to clean 
© Inert material resists clogging 
® Will not change shape 


evenflo 


EVENFLO, Ravenna, Ohio 


accueditation 


problems 


KENNETH B. BABCOCK, M.D. 


When nurse anesthetists are used, 
should they record a_ postanesthetic 
note in the progress notes? 

Yes, by all means, although a 
hospital should have its choice as 
to whether it prefers the positive 
anesthetic note in the progress 
notes or on the anesthetic record. 
The majority of hospitals, in the 
Commission’s experience, use the 
anesthetic record. 


Which department should supervise 
the infant formula room—dietary or 
nursing service? 

Whichever department can most 
competently perform this service. 
From the Commission’s experience, 
in most large hospitals where 
there are dietitians available, they 
perform this service. In smaller 
hospitals without dietitians the 
service is under the supervision of 
nursing service. The important 
question is not who does it, but 
is it being done properly under 
good supervision and control. 


Have all hospitals on the list of ac- 
credited hospitals of the Joint Commis- 
sion on Accreditation of Hospitals been 
inspected by your organization? 

All of the general hospitals have 
been inspected by JCAH surveyors. 
All of the mental hospitals on the 
list have not; the Commission only 
started surveying them Jan. l, 
1958. It is expected that all of the 
mental hospitals will have been 
surveyed by December 1960. 


In view of the organization of most 
Catholic hospitals (no board ), is a joint 
conference committee necessary? Can 
the executive committee of the medical 
staff, meeting monthly with the admin- 
istration, serve the function of the joint 
conference committee? 

Most Catholic hospitals do have 
boards of trustees, although very 
frequently the board and adminis- 
tration are analogous. In many 
Catholic hospitals the executive 
committee of the medical staff also 
acts as the joint conference com- 
mittee in relationship with the 


@ postonosthetic records 
supervision of infant formula 
room 

types of hospitals surveyed 
joint conference committee 
GP's on medical staff 

tests on coagulation and 
bleeding times 


board and administration. It is an 
excellent way of doing it and saves 
rauch duplication of effort. The 
Commission wishes move hospitals 
would follow this procedure. 


Does the Joint Commission discrimi- 
nate against general practitioners or a 
hospital whose medicel s:aff is made up 
almost entirely of GP's? 

Absolutely not. The commis- 
sioners of the Joint Commission on 
Accreditation of Hospitals firmly 
believe that general practitioners 
are a very necessary and essential 
part of the practice of medicine, 
both in and out of hospitals. They 
strongly encourage hospitals to in- 
stitute departments of general 
practice where it is possible and 
proper to do so. 


There has been a question as to 
whether tests on a patient’s coagulation 
and bleeding times is necessary as a 
standard procedure. May we eliminate 
it in our hospital even though it is 
still done in a nearby hospital? Is this 
procedure still considered legal pro- 
tection? 

Tests for bleeding and coagula- 
tion times are not required on any 
patients by the Joint Commission. 
The value of these tests, especially 
on a routine basis, has been ques- 
tioned by many physicians. The 
consensus of opinion seems to be 
that their value is very limited and 
even questionable. 

It would be advisable to have 
this topic brought up at a medical 
staff meeting and vote taken. If 
the majority of the staff wish to 
eliminate these tests, the tests 
should be stopped. Any physician 
disagreeing has a perfect right to 
order them on his own Cases. 

Whether or not these tests are 
made in a neighboring hospital 
has no bearing on the problem. 


This material has been prepared by the Joint 
Commission on Accreditation of Hospitals, Dr. 
Kenneth 6. Babcock, director. Questions should 
be sent to the Commission, 660 N. Rush St., 
Chicago 11, Ill., or to HOSPITALS, J.A.H.A., 
for referral to Dr. Babcock and his stoff. 
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SQUIBB 


Squibb Trifilupromazine 


a new, improved agent for better - 


management of the psychotic patient Hm 
Makes possible better custodial care by: s 
moderating combative tendencies 
® effecting minimal sedation, thus permitting better cooperation a 
Hastens social rehabilitation by: = 
® facilitating insight into reality a, 
® increasing accessibility for psychotherapy ee) 


Improves patient-personnel relationship by: 
®. diminishing patient destructiveness 


bettering ward behavior 
and in extensive clinical trial, veSPRIN = 
Chemically, pharmacologically has proved singularly free from toxicity a 
and clinically improved, VESPRIN ® jaundice or liver damage—not observed = 
rapidly controls psychotic skin eruptions—rare 
symptoms without oversedating the photosensitivity—rare 
patient into sleepiness, apathy @ blood dyscrasias—not observed 4 
or lethargy. With VESPRIN, hyperthermia—rare 
drug-induced agitation is minimal. ® convulsions—not observed a 7 
SQUIBB Squibb Quality—The Priceless Ingredient 
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ANNOUNCES 


PITAL 


patients 


become 


“Going-out” patients...sooner 


with GANTRISIN reene 


: The treatment period is shortened and tolerated without forced fluids or 


d patients get back in stride sooner with alkalis. 

Cantrisin, the dependable wide-spec- For any of the oral, parenteral and 

; trum sulfonamide. Beds become va- topical forms of Gantrisin, order di- 
cant faster in urological, medical and rect from Roche through our special 
surgical wards. hospital price program. 


Gantrisin is highly soluble and well Gantrisin®—brand of sulfisoxazole 


Roche Laboratories Division of Hoffmann-La Roche inc Nutiey 710 J. 
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editorial notes 


—the records we keep 


T HAS BEEN SAID—with both 

humor and malice —that we 
are fast becoming a nation of rec- 
ord keepers. If this be true, it 
completes a paradox. For the more 
we rebel at paper work, the more 
paper work we seem to create. 
And, not so surprisingly, the more 
benefits we reap from it. 

The medical record provides an 
excellent case in point. Of all the 
documents found in the hospital, 
none has more justification for 
being than the medical record, It 
saves lives. It is valuable in re- 
search. It speeds up third party 
payments. 

It also does a great many other 
things. It is vital legal evidence, 
for example, protecting patients, 
physicians and hospitals. It helps 
medical staff members evaluate 
themselves. And, by providing a 
focal point for recording the find- 
ings of all who treat the patient, 
it helps him be treated as a whole 
man, not.as a group of unrelated 
maladies. “The written medical 
record,” in the words of Dr. Jack 
Masur, “is the only reliable way 
to make sure that everyone con- 
cerned is fully and currently in- 
formed. Today’s seemingly insig- 
nificant finding can be the key to 
the definitive diagnosis tomorrow.” 

A medical record, however, is 
only as good as the work that has 
gone into its preparation. And here 
there are encouraging signs. The 
continued emphasis placed on good 
medical records by the Joint Com- 
mission on Accreditation of Hos- 
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pitals has served as an effective 
spur for their completion. But 
although great strides have been 
taken in this direction, there is 
still a long way to go. 

If the medical record is to do the 
work it can do, it must not only 
be complete, it must be available. 
Both of these aspects of effective 
medical record keeping, along with 
many others, are considered in the 
special section on medical records 
that occupies most of this issue. 


—overutilizing ‘overutilization’ 


— TERM “overutilization” is 
rapidly becoming the most pop- 
ular word in hospital discussions. 
It is bandied about so much these 
days that it is being accepted as a 
fact, without any careful analysis 
of whether there is overutilization 
of hospitals. As a matter of fact, it 
seems difficult to imagine overuse 
of hospitals unless they are 
crowded to the point of hazard or 
deterioration of care. There may 
be inefficient use of hospitals but 
this is quite different than overuse. 

If this were just semantics, it 
wouldn’t really matter. It is far 
more than semantics. It poses a 
threat of retrenchment in hospital 
services, the first potential step 
backward in this golden age of 
medicine. There has been increased 
utilization in recent years. But as 
Frank Van Dyke told a New York 
legislative committee, this is some- 
thing to be proud of rather than 
to scorn. 

Speaking for New York City’s 
Blue Cross Plan, he said: “we feel 


that anything that would curtail 
in any measure the growth and 
development and the usage of hos- 
pital services and the advantages 
had in the care of the sick and in- 
jured would be a sad situation and 
would be a retrogression of prog- 
ress.” 

Such a retrogression is likely if 
this uninformed accusation of 
“overutilization” is not answered. 

Odin Anderson, director of re- 
search of the Health Information 
Foundation, sounded the same 
theme in a recent report. Increased 
utilization and necessarily increas- 
ing costs has brought, he said, a 
“universal reaction of retrench- 
ment,” leading to controls, freez- 
ing of payments and, in our view, 
most importantly, the erection of 
barriers between patients and 
services. 

And, as he says, “ the need for 
retrenchment has not been evalu- 
ated adequately, and inadequate 
evaluation of costs and utilization 
of services can easily lead to rigid- 
ity and stifling of progress . 
There is great alarm and the im- 
mediate reaction is to hold the line 
with no clear examination of what 
the rising utilization and costs 
mean: are they justified; do they 
represent waste; do they represent 
an approach to an ‘adequate’ serv- 
ice; what does an ‘adequate’ serv- 
ice entail: Instead there is recourse 
to speculations about ‘overuse’ 
and ‘abuse’ of services by the 
public and physicians; there are 
allegations of physicians inflating 
the costs of care because insurance 
is present; there are fears about 
‘pricing ourselves out of the mar- 
ket.’”’ 

We agree with him that the 
occasional gross instances of abuse 
are assumed to be a characteristic 
of a large proportion of the hos- 
pital population. 

Certainly, inefficient use of hos- 
pitals and abuse where it exists 
must be attacked vigorously. But 
let us not equate increased utiliza- 
tion with abuse. Some would in- 
stitute radical treatment for the 
presumed condition before facts are 
established on which even a diag- 
nosis can be made. 

It would be tragic to take a step 
backward when such vistas of im- 
proved health for the people by 
greater use of hospitals are spread 
before us. 
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SPECIAL 


medical records 


SECTION 


THE MEDICAL RECORDS DEPARTMENT: A LOOK AHEAD 


An exploration of current trends in health care 


and how they affect the medical records librarian 


“OW DO NEW CONCEPTS in medical research affect the work of a medical record librarian? How can a 
meaningful medical record be compiled in a progressive, care program? How are new electronic 
and mechanical devices affecting medical records work? Whaf can be done to relieve the acute shortage 


of medical record librarians? 


At the invitation of this Journal, four outstanding medical record librarians recently sat down to- 
gether and sought answers to these and other questions involving medical records work that are de- 
manding solutions in a swiftly changing health care field. 

Asking the questions was Mrs. Helen McGuire, assistant secretary of the Council on Professional Prac- 
tice of the American Hospital Association and former president of the American Association of Medical 


Record Librarians. 
The four discussants were: 


Sister Mary Eugene, R.S.M., C.R.L., director of the medical record department at St. Catherine’s Hos- 


pital, Omaha, Neb. 


Laura Ann Biglow, R.R.L., chief medical record librarian, U. S. Public Health Hospital, Staten Island. 


mix. 


Doris Gleason, C.R.L., executive director of the American Association of Medical Record Librarians. 
Margaret J. Heath, C.R.L., chief medical record librarian at Buffalo (N. Y.) General Hospital. 
Following is a distillation of their tape-recorded discussion. 


Mrs. McGuire: Perhaps we might start 
this discussion by talking a bit about 
trends as you see them in the medical 
record field and how you think these 
trends will affect the medical record 
librarian’s position in the future. 


SisTER Mary EvuGENeE: There is 
a distinct change in the idea that 
the medical record librarian’s work 
with the medical record begins at 
the time the patient is discharged. 
Instead, there is a tendency to con- 
sider medical record librarians as 
being involved at the very begin- 
ning when the patient is admitted 
to the hospital, on through his hos- 
pital stay, and finally, in follow- 
up activity. 

More information is needed by 
more people about the patient dur- 
ing his current hospital stay; this 
tends to involve the medical rec- 
ord librarian ‘in many new re- 
sponsibilities. 

Miss Bictow: Increased mech- 
anization in hospitals has had an 
important effect on the responsi- 
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bilities of any hospital department 
head, and, of course, has resulted 
in increased responsibilities of the 
medical record librarian in plan- 
ning the equipment, procedures and 
organization of medical record sys- 
tems. The record librarian must 
keep abreast of new equipment 
developments in her own field and 
equipment in other fields that can 
be adapted to medical record work. 
She must actually plan with ad- 
ministration for using new equip- 
ment in her department and act 
as a consultant to other hospital 
department heads on medical rec- 
ord procedures. 


Mrs. McGuire: What are some ex- 
amples of new equipment and mechani- 
cal devices that are having an effect 
on medical record work? 


Miss HEATH: The machine ad- 
dressing system recently installed 
in the hospital with which I am 
associated has had a terrific impact, 
not only on the medical record de- 
partment but on all other depart- 


ments that are involved at one 
time or another with the medical 
record. 

Miss GLEASON: In many in- 
stances hospitals have not utilized 
some of the mechanical equipment 
which is now widely used by busi- 
ness concerns, If tested and evalu- 
ated by hospitals, some of this 
equipment could prove both eco- 
nomical and time-saving for per- 
sonnel and departments. Terminal 
digit filing, for example, was first 
used in the business field but now 
is being used effectively in many 
hospitals. 


Mrs. McGuire: Is the increase in the 
number of educational programs in hos- 
pitals having any effect on the medical 
record department? 


SISTER MARY EvuGENE: There 
could well be greater use of the 
records, in that records in a hos- 
pital with several educational pro- 
grams would be pulled more often 
for use by the different groups in 
research projects. Varying needs 
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of these groups might tend to make 
the medical record itself more 
voluminous and more detailed. 
Miss HeatH: The medical rec- 
ords department in my hospital— 
a teaching hospital—works very 
closely with the director of house 
staff education in setting up con- 
ferences and even in selecting ma- 
terial. We have also become in- 
volved with other departments that 
have their own teaching programs. 
We have devised more adequate 
forms that not only have improved 
the records but have improved the 
materials available for teaching. 


Mrs. McGuire: There seems to be a 
trend toward prospective rather than 
retrospective research in hospitals. How 
does this trend involve the medical rec- 
ord librarian? 


Miss GLEASON: The medical rec- 
ord librarian must keep her eye 
more than ever on the future, both 
in filing information and in in- 
dexing. She must think “in the 
future”, because she is indexing 
material that very likely will be 
used in some future research. This 
is an entirely different aspect of 
medical records that has not been 
stressed up to now. It is important 
that the record librarian know, 
first of all, what is current in 
medicine, and have some idea of 
how information in medical rec- 
ords might be used in the future. 

Miss BicLtow: This attitude of 
looking ahead and planning a re- 
search project ahead of the actual 
indexing and recording of ma- 
terial probably has developed be- 
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cause of inconsistencies that have 
been discovered in recording cer- 
tain details in the basic record. 
Researchers have found that items 
in which they are especially inter- 
ested have not appeared consist- 
ently enough to make their re- 
search projects valid. To make 
sure that all the information they 
will need for a particular project 
are recorded, they have found it 
wise to plan the project, outline 
the items they need, then start 
with a selected number of patients 
in a particular category. Infor- 
mation is recorded for a certain 
length of time, then results are 
tabulated. 

SISTER Mary EuGENE: It is very 
important that all those involved 
during the course of a preplanned 
study—medical record librarians, 
physicians, residents, and others— 
participate in the original setting 
up of the study. This is not the 
responsibility of the medical rec- 
ord librarian alone, but cuts clear 
across the board. 

Miss HeatH: The progress of 
medicine itself has added to the 
functions of the medical record 
librarian. New drugs and tech- 
niques are evaluated immediately, 
not after several hundred cases 
have been collected during a nor- 
mal course of events. This proce- 
dure often takes a long time, 
longer than researchers are will- 
ing to wait. 


Mrs. McGuire: How does the medical 
record function fit in with disaster plan- 
ning? 


Margaret Heath: ‘‘Medical record librarians will be par- Laura Ann Biglow: ‘‘More adequate record sys- 
ticipating more and more in preventing drug misuse.’’ tems for long-term care facilities are needed.”’ 


Miss HeatH: The medical rec- 
ord librarian should be a full- 
fledged member of the disaster 
planning team. In some cases the 
record librarian has the responsi- 
bility not only of keeping an in- 
dex of physicians but also keeping 
an index of the hospital as a whole, 
including the patients. This func- 
tion formerly was performed by 
the admissions department. In the 
medical records department. the 
responsibility is in professional 
hands. 

Miss BiGLow: In our hospital, 
the record librarian has partici- 
pated with other department heads 
in the preparation of the total 
disaster plan for the hospital, in- 
cluding registering victims as thev 
come in, determining the type of 
records to be kept on them. and 
planning for the release of infor- 
mation to relatives and friends. 


Mrs. McGuire: Would it be helpful to 
hospitals if uniform medical records or 


forms were developed for use in disas- 
ters? 


Miss BIGLow: Various types of 
disaster tags have been developed 
by organizations and printing com- 
panies for use in civil disasters, but 
I am not sure how far we need go 
in this direction. Actually, it should 
be possible to adapt normal hos- 
pital records to the disaster situ- 
ation after a patient is admitted 
and tagged. At the hospital I am 


- with, we have anticipated using 


short-stay records for some of the 
disaster victims. 
SISTER Mary EuGEne: It is well] 
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to know that these special forms 
are available, but success of the 
disaster plan actually depends 
upon how well acquainted hospital 
personnel are with all aspects of 
it. The medical record librarian be- 
comes more closely involved in 
disaster preparedness if standard 
forms are adapted to the disaster 
situation. The involvement itself is 
highly desirable. 


Mrs. McGuire: We have heard a great 
deal lately about the development of a 
centralized statistical service for hos- 
pitals under the Commission on Profes- 
sional and Hospital Activities in Ann 
Arbor, Michigan. How would this kind 
of service affect the medical record li- 
brarian? 


Miss GLEASON: Purchase of this 
type of service by a hospital actu- 
ally relieves the record librarian 
of some of the technical part of 
her job, but it does not by any 
means lessen her responsibility for 
getting a complete and accurate 
medical record. Having complete 
and accurate records is a pre- 
requisite for using such a service. 
Material the hospital will receive 
from the service will be only as 
good as material submitted. It is 
necessary for a hospital going into 
such a system to have the full sup- 
port of its medical staff. The staff 
must realize that there is still a 
need for a qualified medical rec- 
ord librarian who is certain of 
the accuracy of the material sub- 
mitted to the service and who is 
able to interpret the returned ma- 
terial correctly to her staff. 


Mrs. McGuire: Does this system save 
personnel in the hospital? 


Miss Bictow: It does eliminate 
the tedious process of tabulating 
data and the posting of data to the 
diagnosis and operation indexes. 
I don’t know of any time studies 
that have been made, but it would 
appear that relieving the record 
librarian of the tasks of recording, 
posting and tabulating would save 
a considerable amount of time. 


Mrs. McGuire: Would such a service 
really reduce the number of personnel 
needed in the medical record depart- 
ment? 


Miss GLeaAson: That is one of 
the announced purposes of the 
service, but to my mind, rather 
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than releasing personnel from 
their jobs altogether, it relieves 
them of a tedious job and permits 
them to use their time to better 
advantage. They can devote more 
of their time to organizing the 
material returned to them so that 
the hospital staff can use it for re- 
search and for other statistical 
purposes. I don’t believe the sys- 
tem would necessarily cut down on 
the number of personnel needed 
unless the services the department 
was planned to provide were also 
curtailed. 

SISTER Mary EuGENE: I believe 
that with such a system the li- 
brarian’s task would become more 
tedious, in that the analysis of 
individual records is a painstaking 
piece of work and the possibility of 
inaccuracies is thereby increased 
The responsibility of the librarian 
to check and recheck for errors is 
also greatly increased. Because 
one report is the basis for many 
subsequent reports and studies in 
the hospital, just one error may 
be compounded many times. 


Mrs. McGuire: Is a centralized statis- 
tical service something that medical 
record librarians would like to see more 
fully developed in the future? 


SISTER Mary EUGENE: I think it 
depends on the hospital—its needs, 
its teaching methods, and what 
subjects are being taught to whom. 
In certain hospitals such a system 
would have a definite place. 


Mrs. McGuire: Some medical record 
librarians are working with the Food 
and Drug Administration in reporting 
adverse reactions to drugs. Is this likely 
to become a new responsibility for the 
medical records department? 


Miss HEATH: I think this is a 
basic concept in medical records 
work that has been long over- 
looked, and is just. now being 
brought to light by studies already 
initiated. I believe the record li- 
brarian will be participating more 
and more in the field of preven- 
tion of misuse of drugs. 

Miss GLEASON: The medical rec- 
ord librarian should be given time 
to be involved not necessarily in 
the clerical end but in evaluating 
the medical record and working 
with the medical staff and the 
pharmacy committee. 

SisteR Mary EUGENE: Wouldn’t 
this go back to the idea of pre- 


planned research? The same thing 
would hold true with studying 
drug reactions. Medical record li- 
brarians should become involved 
in designing forms for obtaining 
this type of information. 


Mrs. McGuire: Lately we have heard 
a great deal about the use of group 
supervisors to bring some kind of pro- 
fessional help to hospitals without 
qualified medical record librarians. 
Medical record consultants are also com- 
ing into the picture. What is the dif- 
ference between the roles of the group 
supervisor in medical records and the 
consultant? 


Miss GLEASON: A group super- 
visor in medical records is a per- 
son brought into the hospital to 
supervise the department. She is 
usually employed in more than 
one hospital in that capacity. She 
makes periodic visits to each hos- 
pital and actually supervises the 
work of the full-time medical rec- 
ord department personnel. 

The American. Association of 
Medical Record Librarians -has 
over the past few years felt a need 
to establish qualifications for a 
person employed as a group super- 
visor in medical records. The as- 
sociation has recommended that 
such a person have a background 
of at least five years as a chief 
medical record librarian or be a 
graduate of a school and have at 
least three years of experience. 
This experience should be in a 
general hospital of approximately 
the size of hospitals in which she 
is employed. 

The consultant, on the other 
hand, is a person who is em- 
ployed by a hospital to come in 
and look over the department it- 
self, make recommendations to 
the administrator as to how the 
department might be improved 
and suggest additional areas in 
which it could function. A con- 
sultant does not supervise activi- 
ties of department personnel ove! 
an extended period. Her employ- 
ment generally ends after she has 
submitted recommendations. 

Miss Bictow: There are some 
limitations on the value of a group 
supervisor and the attractiveness 
of a group supervision program 
to medical record librarians. The 
area to be served must be rather 
limited so that the supervisor can 
visit each hospital frequently 
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Sister Mary Eugene: ‘‘More information is 
needed by more people about the patient... .’’ 


enough to maintain close super- 
vision. The medical record li- 
brarian group supervisor is 
actually responsible for the func- 
tioning of the medical record de- 
partment of each participating hos- 
pital, whereas the consultant offers 
advice but has very little or no 
responsibility in the actual opera- 
tion of the department. 


Mrs. McGuire: if an administrator is 
interested in getting together with two 
or three nearby hospitals and finding a 
group supervisor, what is the next step? 


Miss GLEASON: He could con- 
tact the executive staff of the 
AAMRL. Administrators can look 
independently for someone in 
their own area whom. they can 
persuade to take on additional 
work, but inasmuch as the 
AARML has defined the quali- 
fications of a group supervisor, it 
might be well for the adminis- 
trator to contact the association 
regarding qualifications of the 
person he is considering. Some 
record librarians are doing group 
supervisory work simply because 
there is a great need for it, but 
not all of them are qualified to 
work in all sizes and types of hos- 
pitals. 


Mrs. McGuire: The terms “record man- 
ager" and “record management con- 
sultant’ are being used frequently to- 
day. How is this field of endeavor 
related to medical records work? 


Miss HEATH: The concept of rec- 
ord management has been de- 
veloped in. the commercial field. 
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The industrial concept of record 
management cannot be accepted 
in a hospital until it has been 
adapted for use with hospital rec- 
ords. The application of record 
management in the hospital field 
has not yet been made clear 
enough to promote its acceptance. 


Mrs. McGuire: Can a record manager 
really enter a hospital medical record 
department and develop a medical rec- 
ord system? Do they hove the proper 
training and background? 


Miss HEATH: These managers 
have training and background in 
methodology, but applying this 
methodology to the special rec- 
ords problems in the hospital field 
is something else. Before the con- 
cept of record management can 
be accepted in the hospital field, 
we must be convinced that man- 
agers realize that a medical rec- 
ord deals with the full life of a 
human being and not just statis- 
tics or computations of monies re- 
ceived and spent. 

Miss Bictow: The record li- 
brarian has something to learn 
from records management spe- 
cialists and should not discount 
their contribution. The responsi- 
bility of record librarians, how- 
ever, is to take their methods and 
suggestions and adapt them to 
hospital use—use what is applica- 
ble and discard what is not, set 
up a records system for a par- 
ticular institution not as just a 
pure record but as a medical rec- 
ord. 


Doris Gleason: ‘‘. . . a medical record librarian must 
know how records might be used in the future.’’ 


Mrs. McGuire: How does the training 
of a medical record librarian differ from 
that of a records manager? 


Miss HEATH: A records man- 
ager receives basic training -in 
general management, then as he 
gets into a specialty field learns 
further skills. The medical record 
librarian must be able to inter- 
pret material in the medical rec- 
ord. A person trained in general 
management probably would not 
be able to do this. A medical rec- 
ord librarian must also be trained 
in medicolegal implications of 
medical records and must be 
familiar with state and federal 
laws pertaining to these records 
in order to protect both hospital 
and patient. 

SISTER Mary EuGeNe: There is 
a tremendous amount of duplica- 
tion in a medical record, possibly 
due to the autonomous operation 
of various hospital departments. 
A medical record librarian would 
be better able to spot duplication 
of effort than a person not fully 
acquainted with the hospital field. 
Simplifying a medical record 
system is logically a job for the 
medical record librarian. Record 
managers can be used as consult- 
ants on broad systems and meth- 
ods, but there are many other 
functions related to adapting a 
records system to hospital use that 
require the knowledge and skills 
of a medical record librarian. 


Mrs. McGuire: There seems to be some 
confusion over the difference between a 
medical record librarian and a medical 
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record technician. What is the difference 
in what they do? 


Miss GLEASON: The basic differ- 
ence is that the medical record 
librarian is trained to be able to 
administer, organize and manage 
the record department, while the 
technician is trained only to per- 
form technical duties, usually un- 
der the supervision of a registered 
medical record librarian (in a 
large hospital) or a medical rec- 
ord committee (in a smaller hos- 
pital). 


Mrs. McGuire: How does the training 
differ? 


Miss GLEASON: The medical rec- 
ord librarian, in order to enter 
an approved school, must have at 
least two years of college. She 
then completes the one-year train- 
ing program in medical records. 
The technician is a high school 
graduate who has had a minimum 
of nine months’ training in an ap- 
proved school, 


Mrs. McGuire: Do you see any prog- 
ress being made on finding a solution 
to the problem of getting medical rec- 
ords completed? 


Miss HEATH: This situation has 
been improved by the work and 
influence of the Joint Commission 
on Accreditation of Hospitals. Es- 
tablishment of accreditation re- 
quirements in this area and the 
growing awareness of medical 
staff members of their responsi- 
bilities have mitigated the prob- 
lem somewhat. I believe the situ- 
ation will improve still more 
through the increasing cooperation 
of staff members. 

SISTER Mary EuGENE: One thing 
that hastens the completion of 
medical records and promotes 
their completeness is the tremen- 
dous increase in the filing of mal- 
practice suits in the United States. 

Miss Bictow: The influence of 
the Joint Commission and medical 
staff bylaws and regulations gov- 
erning the completion of records 
has made it easier for the medical 
record librarian to obtain the com- 
pleted records and proceed with the 
indexing and statistical work. 


Mrs. McGuire: How are new mechani- 
cal processes—dictating and transcrip- 
tion devices, for ple—helping the 
librarian to provide better services and 


better medical records? 
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Miss’ Bictow: A _ centralized 
dictating and transcription service 
in the hospital with which I am 
associated is available to medical 
staff members. It has encouraged 
them to dictate promptly, and with 
an adequate transcription pool they 
can be reasonably sure that the 
report will be returned promptly 
for use in the patient’s record. 


Mrs. McGuire: Is this equipment eco- 
nomically feasible for most hospitals? 


SISTER MARY EUGENE: I believe 
it is. However, it should be clearly 
understood that there also must 
be sufficient personnel in the medi- 
cal record department to tran- 
scribe the material promptly so 
that it immediately becomes part 
of the patient’s record. Although 
mechanical equipment such as this 
and the activities of the Joint 
Commission have done a great deal 
toward improving the quality of 
records and in getting them com- 
pleted, this is not the complete 
answer. The Joint Commission 
must not be used as a strong-arm 
for getting medical records. The 
medical staff must be made to 
realize that medical records are of 
vital importance to the care of the 
patient and of great value to each 
member of the staff in carrying 
out research. The emphasis the 
Joint Commission has placed on 
evaluation of care by means of re- 
view of records by the medical 
audit committee, tissue committee, 
and the medical records commit- 
tee has done much to bring these 
factors to the attention of the 
medical staff. 


Mrs. McGuire: Some hospitals are ex- 
perimenting with the idea of setting up 
various levels of care—progressive care 
units that provide services ranging from 
long-term care to care of the acutely ill. 
if this becomes a trend, what will the 
effect be on medical record systems? 


Miss Bictow: The increasing 
need for facilities for long-term 
patients—either separate hospitals 
or specialized units in general hos- 
pitals—calls for the development 
of more adequate medical record 
systems to meet the needs of this 
type of service. The AAMRL has 
participated with other interested 
associations in the development of 
medical record procedures for 
these units or hospitals. 


Mrs. McGuire: What about the other 
levels of care? 


SISTER Mary EuGene: An alert 
medical record librarian must be- 
come acquainted with the type 
of information desired in each 
specific program. In an intensive 
care unit, for example, she can 
consult with the nursing service, 
physicians, and others to find what 
special information is needed in the 
medical record and how it should 
be recorded. 


Mrs. McGuire: Some intensive care 
units have developed special types of 
medical record forms. As a_ patient 
progresses from intensive care through 
regular care to ambulatory care, how 
can a medical record be built? 


Miss HEATH: This is a problem 
that eventually will require a great 
deal of study. Its solution will call 
for a considerable change in our 
thinking. 

SIsTeR MARY EUGENE: Perhaps 
the concept of the periodic sum- 
mary now used particularly in 
long-term care could be applied 
as an individual moves from one 
type of care to another in a pro- 
gressive care program. 


Mrs. McGuire: Changing potterns of 
patient care, then, have a real impact 
on the work of the medical record 
librarian. How will these changes affect 
training programs, both formal and in- 
formal? 


SisteR MAry EvuGENE: In infor- 
mal educational programs, such as 
institutes, new ideas and new at- 
titudes toward record systems can 
be introduced. Students can be in- 
formed of these controlled experi- 
ments and told what their possible 
effects might be. In formal educa- 
tional programs there is a greater 
necessity to develop in the student 
the consciousness of her obligation 
to proceed along with the times— 
to keep up with developments, to 
read, to think of new things in 
terms of their impact on her pro- 
fession. 

Miss Bictow: As the practice 
of medicine changes and the treat- 
ment of patients in hospitals and 
other medical facilities changes, 
the medical record library profes- 
sion must progress with the times 
along with the other medical spe- 
cialties. It must be able to make 
any changes in training curriculum 
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—both formal and informal—to 
keep members of the profession 
alert to changes and the increasing 
demands for their services. 


Mrs. McGuire: How does this chang- 
ing attitude toward what the total func- 
tion of the medical record librarian 
really is affect the program of the 
AAMRL? 


Miss GLEASON: More institutes 
are geared to the level of the pro- 
fessionally trained person—the 
registered record librarian. There 
is a need for programs which will 
enable the person who has been 
in the field for several years to 
become familiar with many of the 
new requirements in keeping medi- 
cal records and learn how she can 
fulfill these requirements in her 
own department. An _ intensified 
period of training provides an op- 
portunity for the librarian to be- 
come better acquainted with new 
developments and helps her to 
change her thinking regarding rec- 
ord procedures. 


Mrs. McGuire: Does the AAMRL have 
@ program aimed at relieving the acute 
shortage of qualified record librarians? 


Miss GLeason: A recent asso- 
ciation-sponsored study that at- 
tempted to evaluate the functions 
of the medical record librarian has 
started the program off perhaps in 
the right direction. The study 
showed that there needs to be an 
additional avenue of formal train- 
ing for qualifying personnel to as- 
sume the responsibility in ad- 
ministering a medical record 
department. The association real- 
izes that there is difficulty in -its 
present system of educating per- 
sonnel, but it also realizes that the 
need is greater than it will be 
possible to meet for many years 
on the basis of the present educa- 
tional program. A program of in- 
stitutes now in operation is a par- 
tial answer to this_ problem. 
However, there is also a need for 
training librarians while they are 
still at home or on the job. The 
association is now investigating 
the possibility of setting up a cor- 
respondence course that would 
teach record personnel the basic 
principles of doing their jobs. The 
course would not in any way com- 
pete with the formal educational 
program nor would persons be 
qualified at that level. The course 
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would be more to teach them to 
perform their jobs better. 

The present demand for medical 
record librarians is so great that 
even if an intensive program of 
training were launched now it 
would be years before the effect 
would be felt at the hospital level. 


Mrs. McGuire: Despite the fact that 
every medical record librarian can be- 
come employed without difficulty, school 
enroliment is not what it should be and 
a few schools are actually closing. Why 
is it so difficult to develop new schools 
or even to continue operating the ones 
now in existence? 


SISTER EvuGENE: Part of 
the answer is the fact that the 
entire profession of medical rec- 
ord science is relatively unkown to 
many people in the health field. 
Many potential medical record li- 
brarians do not learn until too late 
that such a career is open to them. 
The same thing is true in counsel- 
ing on the hospital level. ) 

Thus there is a shortage of stu- 
dents, but there is even a worse 
shortage of faculty. The fact that 
almost 90 per cent of educational 
programs are entirely within hos- 
pitals frequently charges the school 
director with a dual responsibility. 
She not only is a school director 
but also must direct the medical 
record department. These are both 
demanding responsibilities that 
make teacher recruitment difficult. 


Mrs. McGuire: Do you see any way 
that this situation could be improved? 


SISTER Mary EvuGeNe: First of 
all, the attitude of hospital ad- 
ministration toward educational 
programs within the hospital 


might be explored. Perhaps some 
help in the form of additional per- 
sonnel could be given a medical 
record librarian who is also di- 
rector of the school program. A 
great deal of work has to be done. 
Perhaps in the revision of essen- 
tials for schools for medical rec- 
ord librarians and in the utilization 
of studies that have been made, 
some concrete answer may be dis- 
covered. 

The medical record librarian’s 
enthusiasm carries over into a de- 
sire to impart what she knows to 
others, but somewhere along the 
line she needs some help in her 
teaching methods. Again, work- 
shops and institutes could help in 
strengthening and assisting teach- 
ers. 

Miss Heatu: As for the short- 
age of students, we must realize 
in trying to recruit students, we 
are competing with science and 
industry, both of which have ener- 
getic recruiting programs. We must 
gear our approach to the student 
to meet that competition. 


Mrs. McGuire: Is there another prob- 
lem, too, in the fact that educational 
programs in hospitals are expensive for 
the hospital? 


Miss GLEASON: There is an ex- 
pense involved for the hospital, 
particularly when the number of 
students enrolled in the course is 
limited. A school must have faculty 
members as well as a director. The 
fewer the students, the greater the 
relative expense. 

SISTER MARY EUGENE: Maintain- 
ing educational programs is indeed 

(Continued on page 102) 
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SPECIAL 
SECTION 


medical records 


MEDICAL RECORD DEPARTMENT FUNCTIONALIZED — 


RECORDS are useful 
only if they are available. 
An up-to-date medical record de- 
partment should do more than 
just function as a storeroom and 
receptacle for medical statistics. 

To be effective, the medical rec- 
ord department must be flexible 
enough to provide an accurate fil- 
ing system—despite the fact that 
records must be accessible for 
daily use in both the hospital and 
outpatient department—and at 
the same time be so organized 
that maximum benefit can be 
made of the professional informa- 
tion and medical statistics that 
are contained within the records. 

Current indications point to an 
ever-increasing utilization of 
health facilities. Because of this 
increase in the use of hospitals 
and their outpatient departments, 
the medical record department 
must be prepared to augment its 
services. 

The volume of records in use 
has increased. More people are 
required to process the records 
from both a technological and ad- 
ministrative point of view. The 
record is more in demand and the 
cost of providing adequate service 
has grown markedly. 


These increases. point out 
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by DAVID L. EVERHART, JAMES T. HOWELL, M.D., and JEANETTE CHAMBERLAIN 


By revamping the medical record 
department’s operation, Henry Ford 
Hospital, Detroit, handles an increased 
volume of medical records with 12 
fewer employees. The authors describe 
the revised system—based on open 
shelf, terminal digit filing and color 
coding—which has been operating suc- 
cessfully for two years. 


graphically that the record de- 
partment of the future must pro- 
vide a more effective system of 
record distribution and _ control 
geared to both expanded outpa- 
tient and hospital activities. 

Like other areas of the hospital 
operation, the record room has 
had to adapt itself to change. This 
change, however, has been slower 
and less dramatic than in some 
areas of hospital activity because 
of the tendency to rely on tried 
and traditional methods of opera- 
tion. Generally, when hospital 
people meet to discuss common 
problems, some phase of medical 
record management is discussed. 
These problems must be met be- 
cause the medical record depart- 
ment can no longer lag behind. It 
has become too vital. 

Faced with an expanding pro- 
gram of medical care, we at Henry 
Ford Hospital, Detroit, conducted 
a careful review of the medical 
record department two years ago. 
This review resulted in a _ total 
revamping of our old medical 


record system. The new methods 
which were developed have stood 
the test of two years’ usage well. 
While the system was designed 
to meet the problems of one hos- 
pital, portions of it are applicable 
in other hospitals. 

In redesigning the system we 
were confronted with several 
problems. Some had their locus in 
the record department and others 
were the result of expanded out- 
patient and hospital and profes- 
sional activities. . 

Henry Ford Hospital has always 
used a unit medical record com- 
bining both outpatient and in- 
patient activity. Some 5000 records 
are distributed from or returned 
to the department each day. They . 
are used in approximately 35 dif- 
ferent outpatient clinics and 24 
inpatient floors by a full-time staff 
of 400 physicians. Not only are 
the records in demand for clinical 
medical care — they are also 
needed in large numbers for medi- 
cal research and medical educa- 
tion. Administrative processing 
accounts for a large number of 
records being used. 

Because of this volume of di- 
verse uses of the records, the 
problem of adequate control of 
each record was acute. Misfiled 
notes, lost records and unhappy 
patients and medical staff were 
commonplace. The pressure on 
everyone concerned was constant. 
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We felt a sweeping reorganiza- 
tion of the record department was 
in order. 

The hospital was in the midst 
of an expansion program which 
involved additional physical facili- 
ties and professional staff growth. 
This building program enabled the 
crowded medical record depart- 
ment to move into new quarters 
and start from the beginning with 
a new system. The only major 
drawback was the 850,000 records 
we had on file. 

First, straight numerical filing 
and the closed cabinet method of 
storage were abandoned in favor 
of terminal digit filing and open 
shelf storage. These new systems, 
which originated in industry, have 
many advantages. Open shelf filing 
makes possible a simple operation 
and eliminates many of the prob- 
lems inherent in a closed system. 
Because of the basic mathematics 
of the terminal digit system, it 
divides the filing area into 10 ac- 
tive sections, This eliminates cen- 
tering most of the activity about 
the most recent files. This should 
result in more even distribution 
of the work load and lessening of 
tension and confusion on the part 
of personnel. Open shelf filing also 
gives us the ability to get a greater 
number of records into available 
square footage. 

Of major importance in the re- 
vamping program was the neces- 
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AT DETROIT'S Henry Ford Hospital, medical records are filed by terminal digit on 
open shelves. To insure accuracy, identifying color bands and black blocks form 
straight lines only when correctly filed. Each of the medical record department's 
10 filing sections is provided with its own work space and a telephone. 
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EXTENDED margin of the medical record folder is divided into 11 spaces. Each 
terminal digit group is identified by a color. In coding a folder, an appropriate 
color band is extended from the top of the margin through the numbered block 
that corresponds to record's terminal digit number, as shown in examples above. 


WHEN A medical record is needed by another department at Henry Ford Hos- 
pital, this simple request form is filled ovt. The two-part, carbon, snap-out 
form also serves as a charge-out card, a diagnosis slip, and a routing slip. 


Fig. 1 


Fig. 2 


Fig. 3 
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sity to eliminate, if possible, the 
problem of lost or misfiled data. 
Terminal digit filing provides for 
better control of this problem. To 
improve accuracy in the filing and 
handling of records, we developed 
some additional safeguards. These 
constitute the only major, vital, 
departure from the usual treat- 
ment of the terminal digit and 
open shelf systems. These safe- 
guards are visual methods which 
make possible greater accuracy, 
better control and faster record 
service. 

To describe these safeguards, it 
is necessary to review some of the 
basic concepts of terminal digit 
filing. This system is based on the 
division of a series of numbers, 
such as a medical record number, 
into three parts. Thus a number 
such as 765432 is divided into 76, 
54 and 32. This number can be 
written in block form as |76/54 32). 

In filing this hypothetical rec- 
ord, the 32 is the most important 
part of the number. This is the 
terminal digit and determines the 
section in which the record will 
be kept. Next in importance is the 
54. or secondary digit, and finally 
the 76, or numerical digit. Each 
terminal digit has its own filing 
section. All records with a termi- 
nal digit from 00 to 09 are in one 
section, 10 to 19 in another, and in 
like fashion each digit up to 90 to 
99. Thus there are 10 sections in 
the room. 

Within each of these sections 
there are divisions for both the 
terminal and the secondary digits. 
The record is finally filed numeri- 
cally by the numerical digit. Thus 
record number 76-54-32 would be 
filed between 75-54-32 and 77- 
54-32. 


COLOR BAND SAFEGUARDS 


This terminal digit system keeps 
misfiling down to a minimum. To 
make it even less susceptible to 
error, we adopted a method of 
color banding both the primary 
and secondary digits as safeguards. 
Color bands provide a quick “color 
sorting” for each of the 10 termi- 
nal digit file sections as well as 
a visual check of the secondary 
or middle digits. 

As can be seen in Fig. 2, page 
35. the filing margin of the record 
folder is extended so it can be 
readily seen. This margin is 
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blocked into 11 spaces. The blocks 
are numbered 0 through 9 and the 
eleventh is designated as “D” for 
duplicate. Blocking is done on 
both sides of the extended margin 
so that the color identification can 
be seen from either direction. 

Each terminal digit number has 
been assigned a distinctive color. 
A solid preprinted color band is 
extended from the top of the 
blocked margin through the num- 
bered block that corresponds to 
the terminal digit number of the 
record, Thus, if the terminal digit 
is 20, a light green band extends 
through the second block on the 
margin. If the number is 80, a red 
band extends through the eighth 
block. Consequently, all records 
in a terminal digit section have the 
same color and same length of 
color band. If a green folder shows 
up in a red section, it is an obvi- 
ous misfile and can be easily de- 
tected and corrected. 

As a further measure to insure 
accuracy and increase speed of 
filing, we have also banded the 
secondary digit. This is accom- 
plished by placing a short black 
band of plastic tape around the 
margin of the record on the block 
corresponding to the first number 
of the secondary digit. Thus, if 
the record number is 76-54-32, 
the tape goes around the block 
marked 5. If the record is 54-32- 
10, the block marked 3 is taped. 
When filed, these black tapes 
make a straight line as seen in 
Fig. 1, page 35. When a band is 
out of line, again it is an obvious 
misfile. In the instances where the 
terminal and secondary digits are 
the same, the “D” or duplicate 
block is used for the black tape. 

Not only are these two color 
bands a check on correctness of 
filing, they are a distinct aid in 
searching for histories that are 
out of the file—perhaps in a stack 
on a desk. If the clerk who is 
looking for the record knows the 
color corresponding to the num- 
ber of the medical record, she 
need only scan the pile for the 
right color and black band com- 
bination. This eliminates a great 
deal of lost time and frustration 
on the part of the searcher. 

While this system of color cod- 
ing has been of inestimable help 
in solving some of our problems, 
a simple method of requisitioning 


records has helped with other 
problems. In a large clinic opera- 
tion such as ours, this is of par- 
ticular importance, but would also 
be helpful in a smaller institution. 
No refinements in record depart- 
ment operation can compensate 
for a record that is incorrectly 
ordered or one that has been mis- 
directed. 


METHOD OF REQUISITIONING RECORDS 


At Henry Ford Hospital a medi- 
cal record can be requisitioned 
in two ways. First, if the need for 
the record can be predicted—i.e., 
for a clinic appointment—the re- 
ceptionist or secretary of the 
physician requiring the record fills 
out a simple record request slip. 
This consists of a small, two- 
part, carbon, snap-out form (Fig. 
3, page 35) printed on green stock. 
Each clinic is provided with a 
supply of preprinted requisitions 
indicating the clinic and its loca- 
tion in the outpatient department. 
The person originating the form 
fills in only the medical record 
number, the doctor, date and time 
needed. 

These slips are then sent to the 
medical record department where 
they are sorted by terminal digit 
number. Each section is then re- 
sponsible for pulling its own rec- 
ords, When the record is located 
within the section, the form is 
separated, the original being re- 
tained in the file in a blank folder 
as a charge-out card. The second 
copy is clipped to the record and 
used as a routing slip for. correct 
delivery. 

This simple procedure has re- 
duced errors in ordering histories 
because mistakes by either the 
person ordering the record or the 
record clerk can be easily traced. 
It has also facilitated the quick 
handling of a record that may_ be 
on a double or triple appointment 
because the dates, times and doc- 
tors appear on the request slips. 

When a physician has estab- 
lished an outpatient’s diagnosis, he 
may write the diagnosis and as- 
sign a standard nomenclature code 
number on the back of form and 
send it to the medical record de- 
partment. The slip is then used 
as a posting slip for our disease 
index. 

A second means of ordering the 

(Continued on page 54) 
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—this approach can bring registered 


record librarians within the 


budget of the smaller hospital 


(5. SUPERVISION in the prac- 
tice of medical record science 
means a single registered record 
librarian carries the responsibility 
for the medical records depart- 
ments in more than one hospital. 

Group supervision can take one 
of two patterns. In the first pat- 
tern, a larger hospital shares its 
medical record librarian with a 
small one. Under this plan, a 
medical record librarian spends 
the major share of her time in 
the larger institution. She is, in 
every sense, an employee of that 
hospital. 

In the second pattern of group 
supervision, ‘a medical record 
librarian divides her time among 
several small hospitals, the num- 
ber depending upon their size and 
the travel time in reaching them. 
In this second pattern, the record 


Sister M. Loretta, O.S.B., R.R.L., is chief 
medical record librarian, St. Mary’s a 
pital, and director of the rogram 
medical record ag College of St. 
Scholastica, Duluth, Minn 
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by SISTER M. LORETTA, 0.5.8. 


From a calendar of activities for the 
first day at each new hospitals to an 
outline of medical staff policies re- 
garding medical records, the author 
covers the field of group supervision 
in medical record science. Among the 
factors she discusses are various pat- 
terns of group supervision, questions 
to be settled at preliminary confer- 
ences, and sources of basic medical 
record principles. 


librarian is somewhat of a “cir- 
cuit rider” and does not give a 
major share of her time to any one 
institution. 

Whichever pattern occurs, the 
registered record librarian acts in 
the capacity of a chief medical 
record librarian in each hospital— 
training and supervising honpro- 
fessional personnel; acting as re- 
source person to the administrator, 
other department heads, and medi- 
cal staff; actually performing such 
duties as classification of diagnoses 
and operations, making analyses 


SPECIAL 
SECTION 


medical records 


for the medical record committee, 
and setting up research projects 
for the staff members. 


PATTERN PARALLELS OTHER AREAS 


Group supervision in the field 
of medical record practice is feas- 
ible, both from the standpoint of 
hospital administration and from 
the standpoint of the medical rec- 
ord librarian herself. Such a pat- 
tern of group supervision or group 
practice has been set up in the 
areas of radiology and pathology. 
Under such a plan, the profes- 
sional person is responsible for the 
conduct of the department in each 
hospital. Nonprofessional and 
technical personnel do the day-to- 
day work under his training and 
supervision. 

Group supervision as applied to 
medical records requires recog- 
nition of the fact that the practice 
of medical record science entails 
both professional and nonprofes- 
sional duties; the latter being 
clerical and stenographic. The pro- 
portion, in my estimation is not 
more than 50:50, probably closer 
to 1:3 in the small hospital—with 
the larger proportion nonprofes- 
sional. 

Both administrator and medical 
record librarian must be honest in 
their appraisal of the duties in- 
volved in medical record practice. 
To be avoided, on the one hand, is 
dilution of the professional ele- 
ment to a point where efficient 
operation of the department and 
the good of the patients suffer. 
Many administrators tend toward 
this extreme. On the other hand, 
over-evaluation of the clerical and 
stenographic duties in the depart- 
ment results in waste of profes- 
sional time on these duties. Often 
medical record librarians make 
this mistake. With proper perspec- 
tive on both sides, however, group 
supervision can give any hospital 
all the advantages of well-or- 
ganized medical record depart- 
ment under competent supervision. 

Many advantages result. To the 
hospital, shared personnel means 
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shared cost. It means paying a 
record librarian’s salary for a rec- 
ord librarian’s services with pro- 
portionately lower cost for the 
duties performed in the depart- 
ment by nonprofessionals. Con- 
sequently the services of the 
registered record librarian are 
brought within the budget of a 
small hospital. In addition, because 
group supervision makes for 
greater job satisfaction on the part 


of the record librarian, it should 
make positions in small hospitals 
more desirable to the graduate in 
medical record science and lessen 
the turnover once such a person 
has been secured. As a conse- 
quence the available supply of 
registered record librarians goes 
further. 

Advantages are not restricted to 
the hospital although those to the 
medical record librarian may not 
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—the Minnesota approach 


Better medical records are on the way for Minnesota's smaller 
hospitals as statewide group supervision in the practice of medical 
record science grows. 

The present situation in Minnesota is the result of cooperative 
effort on the part of the Minnesota Association of Medical Record 
Librarians, the Minnesota Hospital Association and the state health 
department. 

The MAMRL had always been cognizant of the needs of the 
many small hospitals in the state, slating its publication and the 
programs of its meetings in their direction. For a few years the 
state health department was able to have a full-time registered 
record librarian on its staff who gave consulting service to hospitals 
requesting it. When budgetary cut-backs abolished this service the 
need again became acute. The MAMRL looked for measures to meet 
it. In the meantime, the Sisters’ hospitals in the state had long been 
sharing their record librarians and patterns of group supervision 
were proven feasible. 

Early in 1955, the education committee of the MAMRL surveyed 
the members of the association to discover how many would be 
ready and willing to assume the responsibilities of group supervision, 
either on a full-time basis or in addition to their present positions. 
The response was gratifying. At its annual meeting in the spring of 
1956, the association voted to offer its services to the Minnesota 
Hospital Association in a liaison capacity to bring supervision to the 
small hospitals of Minnesota. 

The MHA advised its member hospitals of the offer and soon 
record librarians and administrators were brought together at the 
state level. One important decision — which the record librarians 
left to the administrators — was the establishment of the rate of 
compensation for the group supervisor. Administrators agreed that 
the group supervisor was a self-employed person and should be paid 
an appropriate daily rate. 

By July 1957, the program was in operation. By November 1957, 
one registered record librarian was doing full-time group supervision 
covering 10 hospitals, and six others were supervising 11 depart- 
ments in addition to their own — working evenings, Saturdays, or 
on time released by the hospitals of their major employment. Thus 
far in 1958, additional requests for the services of a registered 
record librarian in a pattern of group supervision are being received 
by all three participating agencies.—SISTER M. LORETTA, O.5S.B., 
R.R.L., is chief medical record librarian, St. Mary’s Hospital, and direc- 
tor of the program in medical record science, College of St. Scholas- 
tica, Duluth, Minn. 


be so apparent. Included are (1) 
the personal satisfaction of being 
really needed, of giving one’s best 
in several institutions rather than 
in only one; (2). the intellectual 
satisfaction derived from handling 
the challenging aspects of medical 
record keeping in several hospitals 
while involved in the clerical 
humdrum in none; and (3) an op- 
portunity to earn a salary com- 
mensurate with education and re- 
sponsibility without sacrificing the 
warm interpersonal relationships 
of the small hospital and the small 
community to do so. 


SETTING THE STAGE FOR SUCCESS 


In any situation where group 
practice is to be initiated, many 
preliminaries set the stage for suc- 
cess or failure. Chief among these 
is clear understanding at the ad- 
ministrative level of what group 
supervision implies—responsibil- 
ity, authority, compensation. Such 
understanding is two-fold: among 
the administrators of the hospi- 
tals involved and between each 
administrator and the record 
librarian. 

The best way to achieve such 
an end is through conferences 
among those concerned. The con- 
clusions reached at these meetings 
should be put into writing either 
by the medical record librarian or 
by one of the administrators. 
Probably it is preferable for the 
medical record librarian herself to 
reduce these conclusions to writ- 
ing and submit copies for the ap- 
proval of the participating admin- 
istrators. 

In the preliminary conferences, 
the following questions should be 
discussed: 

How will the medical record librarian 
divide her time? The answer to this 
will depend upon the size of the 
participating hospitals and _ the 
amount of clerical and stenogra- 
phic assistance each is willing to 
place at her disposal. 


What is the most advantageous time 
for the medical record librarian to come 
to each hospital? Two focal points in 
each month immediately suggest 
themselves: (1) the date of the 
monthly staff meeting and/or 
medical record committee meet- 
ing; and (2) a deadline date for 
the completion of medical records 
for the preceding month. It may 
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well be that these two dates coin- 
cide. In order that the record 
librarian can be at each of her 
participating hospitals at the time 
of the staff meeting, some adjust- 
ment in staff meeting dates may 
be necessary. Initially, I believe 
that a continuous period of three 
to five days in one institution is 
extremely helpful. Never again 
will there be so much to accom- 
plish at one time. Never again will 
there be the opportunity to start 
correctly. Later the time spent at 
each institution will taper off, one 
day a week to as little as one day 
a month possibly. 

Whet shovld the medical record 
librarian be paid? The medical rec- 
ord librarian can find guidance in 
the personnel policies for medical 
record librarians adopted by the 
house of delegates of the Ameri- 
can Association of Medical Record 
Librarians in 1956. The adminis- 
trator can similarly find guidance 
in what may have become stand- 
ard practice in his locality. In dis- 
cussing salaries, both administra- 
tors and record. librarians should 
be cognizant of the question of 
benefits. If the record librarian 
does not spend as much as half her 
time in any one hospital, it is con- 
ceivable that she would not be 
eligible for fringe benefits at any 
one of the institutions. In other 
words, she would be an inde- 
pendent practitioner such as a 
radiologist or pathologist, and 
would have to provide for her 
own vacations, sick leave, taxes, 
retirement, etc. This is the “group 
supervisor” of the second pattern 
previously mentioned. In such a 
case it is no more than fair that 
her compensation reflect this dif- 
ference between her real income 
and that of the record librarian in 
a full-time position. 

Will travel expenses be paid by the 
hospitals or by the medical record 
librorian? In the case of the true 
group supervisor, they will gen- 
erally be paid by the medical rec- 
ord librarian and should be re- 
flected in her compensation. 


if it is desirable that travel expenses 
be paid by the hospitals, how will they 
be shared? A feasible plan might be 
to have each hospital pay the ex- 
pense of the record librarian as 
she comes to the hospital. The 
next hospital, in paying her ex- 
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penses coming to it, would relieve 
the former hospital of her expense 
in leaving. 

Wheat is the status of the supervising 
medical record librarian under work- 
men's compensation laws? 

is she on independent operctor or an 
employee of any one of these hospitals? 

As an independent operator, does she 
come under public liability? 

What arrangements are there for 
maintenance? 

These matters should be diis- 
cussed and definite decisions made 
at the time of the preliminary con- 
ferences. 

Other matters proper to these 
preliminary conferences are the 
questions of what personnel the 
hospitals will supply for the cleri- 
cal and stenographic duties, what 
location and space will be allo- 
cated to’ the function of medical 
record keeping and what authority 
will be vested in the medical rec- 
ord librarian. Answers to these 
questions depend upon factors 
peculiar to each hospital. 

The medical record librarian 
competent to undertake group 
supervision will know the stand- 
ards of the Joint Commission on 
Accreditation of Hospitals, state 
laws pertinent to hospital medical 
records, the norms of practice in 
her specialty. The administrator 
will know the physical and finan- 
cial resources of his institution, the 
calibre of its medical staff, the 
degree of medical record con- 
sciousness of his governing board. 
Suffice it to say, enough confer- 
ence time must be given in this 
preliminary period so that de- 
cisions reached will stand the test 
of time. And they ought to be put 
in writing. 


PROFESSIONAL PREPARATION TOO 


Not all preliminary work in- 
volves the administration. The 
medical record librarian herself 
must give some time and effort to 
preparation for her group super- 
vision. This is especially true if 
this is her initial experience. 

First of all, she needs to review 
the basic principles in the field of 
medical record science, specifically 
Standards for Medical Record- 
Keeping,' and Standards for Hos- 
pital Accreditation? with all of its 
references to requirements in 
medical record keeping. She will 
do well to review the JCAH’s 


Principles for Establishing Medi- 
cal Staff By-laws, Rules and Regu- 
lations, and the questionnaire from 
the same body to be completed on 
hospital survey. 

She should prepare a requisition 
for the purchase by the hospital of 
basic reference books needed for 
her staff as well as the fourth edi- 
tion of the Standard Nomenclature 
of Diseases and Operations. 

Most important, the medical 
record librarian should prepare 
her own mental attitude for group 
supervision. She needs a firm re- 
solve to make haste slowly, to 
utilize the good points now exist- 


-ing in any hospital’s medical rec- 


ord system, and to make no 
changes just for the sake of doing 
something. 

She needs to couple such resolve 
with an appreciation of the truth 
that there are individual differences 
in hospitals as well as in people. 
There are but few essential basic 
principles in any phase of medical 
record science. Techniques used 
to implement these principles can 
have almost infinite variety. In 
short, the group supervisor needs 
to weigh the essentials against the 
accidentals. 

The supervisor will be much 
more acceptable to the people 
with whom she is going to work 
if she obtains some background 
about the hospitals she will visit 
and the communities in which 
they are located. 


FIVE OBJECTIVES FOR FIRST VISIT 


With all these preliminaries out 
of the way, the medical record 
librarian is ready for her first 
visit to one of the hospitals. This 
first visit generally begins with 
a conference with the administra- 
tor. In the conference, the group 
supervisor should have the follow- 
ing five objectives (1) to become 
familiar with the hospital’s chart 
of organization; (2) to learn the 
policies that are already estab- 
lished regarding medical records 
in both administrative and medical 
staff by-laws, rules and regula- 
tions; (3) to see what space and 
physical equipment have been or 
could be made available: (4) to 
meet the person or persons who 
have been assigned to do the 
stenographic and clerical work 
involved in medical record keep- 
ing; and (5) to set a date for her 
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next interview with the adminis- 
trator at which she reports on a 
detailed plan of action and meets 
the chief of staff. 

At the close of this first con- 
ference with the administrator, 
the supervising medical record 
librarian will wish to have a get- 
acquainted interview with the 
person assigned to be her stand-in 
in each particular hospital. It is 
well to find out this person’s back- 
ground, if the administrator has 
not already given it, to tell her 
of the importance of good medical 
records and to find out what she 
already knows about medical rec- 
ord science and what medical 
record practices, if any, she has 
been carrying on. 


FOLLOWING ROUTE OF RECORD 


After this interview, the medi- 
cal record librarian might tour the 
hospital following the route of the 
medical record with her helper as 
her guide. She should start in the 
admitting office, finding out what 
is the present practice regarding 
admission.-She should proceed to 
the nurses’ station, noting what 
the nurses are doing in regard to 
graphic charts and nurses’ notes 


and how histories and physicals © 


are recorded and what time limit, 
if any, is set. She should also see 
the operating room to learn what 
happens to reports of operations 
and anesthesia. In the x-ray and 
laboratory departments, 
want to know the status of medi- 
cal records. 

Other questions can be an- 
swered by the initial tour, such 
as: What happens at the nurses’ 
station when patients are dis- 
charged? Are the records held 
there? Are they sent down to an 
office and if so, where are they 
deposited? 

A medical record librarian 
undertaking group supervision 
should praise wherever possible 
on this first tour and keep a dis- 
creet silence about deficiencies. 
She personally cannot secure the 
medical records, and so she must 
win the help of all of the people 
whom she is meeting on her tour. 

As a final activity for this first 
day at the new hospital, the rec- 
ord librarian should retire to some 
spot where she can make notes, 
think of all she has heard and 
seen and draw up a plan of action 
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to be presented to the administra- 
tor. 

In the foregoing theoretical con- 
sideration of the _ preliminary 
planning and first interview for 
the group supervisor, we have 
been skimming, as it were, over 
an unobstructed course. In prac- 
tice, however, there are detours 
to be expected. 

The first detour will probably 
come in the administrator’s office 
when the medical record librarian 
finds that there are neither ad- 
ministrative policies nor medical 
staff rules and regulations in re- 
gard to medical record keeping. 
Since she should not undertake 
her responsibilities without the 
guidance of both, it may devolve 
upon her to draw up suggested 
policies for administrative and 
medical staff approval. 

As administrative policy, a 
broad statement to the effect that 
it is the policy of 
Hospital to conform in all respects 
to the requirements of the Joint 
Commission on Accreditation of 
Hospitals governing medical rec- 
ord keeping, plus a statement that 
it is also the policy of the hos- 
pital to provide the medical staff 
with needed facilities and per- 
sonnel for keeping good medical 
records is generally sufficient. 
Since in this instance, however, 
the medical record librarian will 
not always be available, a further 
statement concerning who shall 
carry responsibility for the re- 
lease of confidential information 
from medical records should be 
incorporated. Doubtless this per- 
son would be the hospital ad- 
ministrator or, in his absence, the 
director of nursing. 

The medical staff policy in re- 
gard to medical record keeping 
needs somewhat more detail. The 
record librarian should see that 
the by-laws, rules and regulations 
presently in force incorporate the 
requirements of the Joint Com- 
mission as these are outlined in 
Standards for Hospital Accredita- 
tion. Specifically, this calls for a 
medical record committee, a rule 
on consultations, the adoption of 
the Standard Nomenclature. of 
Diseases and Operations, a stop 
order on dangerous drugs and a 
statement regarding the writing 
or dictation of history and physi- 
cal examinations by the attend- 


ing physician before any surgery 
is permitted. 

Both the administrator and the 
medical record librarian should 
be interested in having the medi- 
cal staff set a definite deadline 
for the completion of medical rec- 
ords and having this rule en- 
forced by appropriate sanctions. 
A policy which is becoming more 
and more widespread reads some- 
thing like this: “The medical rec- 
ords of all patients discharged 
during any one calendar month 
shall be completed in their en- 
succeeding month. Physicians 
whose medical records do not 
show the specified completion will 
automatically forfeit medical staff 
privileges until such completion is 
effected.” 

When the record librarian has 
formulated her tentative policies, 
she should ask for a conference 
with the administrator to discuss 
them and request that he take 
them up with the hospital govern- 
ing board and medical staff. If the 
record librarian must assume re- 
sponsibility before such approval 
can be effected, she might request 
that she be permitted to work 
under these proposals temporarily. 


SPACE AND EQUIPMENT DETOUR 


A second detour may occur 
when the record librarian requests 
to see the space and equipment 
assigned to medical records. Cer- 
tainly she should not expect a 
spacious department or even a 
separate department, although a 
separate room is almost a must 
because of the confidentiality of 
medical records. Also, a separate 
room will give status to the idea 
of medical record keeping. Lack- 
ing a separate room, a separate 
desk is a minimum essential plus 
separate work space for doctors. 

Secondly, is there dictating 
equipment. for the doctors? How 
much and where is it located? 

What about the chart forms? 
These should be simple. The rec- 
ord librarian should have an eye 
to economy and use standardized 
forms where possible. 

I believe I would forget disease 
and operation indexing equipment 
for the time being. Until there 
is an efficient system for securing 
medical records and reasonably 
complete medical records are 


HOSPITALS, J.A.H.A. 


written, indexing is a waste of 
time. 

An essential, however, that can- 
not be postponed is the work- 
book for keeping a daily discharge 
analysis. The only caution here 
is to be sure that the analysis as 
set up is a reflection of staff or- 
ganization. Certainly there is no 
need for gathering statistics about 
clinical divisions that are non- 
existant. Most hospitals of a size 
to profit from group supervision 
will have only the three basic 
services of medicine, surgery and 
obstetrics. 

Detour number three may occur 
over the question of who has been 
assigned as nonprofessional as- 
sistant. Possibly the administra- 
tor has waited until the arrival of 
the medical record librarian to 
pick the proper person. Possibly 
he is under. the impression that 
the group supervisor is going to 
perform all the duties, although 
this should have been made clear 
to him at the time of the pre- 
liminary conferences. If no one 
has been assigned, the medical 
record librarian should prepare 
a list of duties and qualifications 
that the administrator can use in 
recruiting. 


LIBRARIAN-MEDICAL STAFF CONTACT 


When to initiate medical staff 
contact is a matter for individual 
hospital decision. The wise ad- 
ministrator will have prepared the 
way early in the planning stage. 
The first actual contact between 
the medical record librarian and 
the chief of staff, however, may 
well come on the second day or 
the second visit. At this confer- 
ence, new policies or suggested 
changes must be presented. 

It may be necessary to set a 
starting date for the completion 
of records if records have been 
kept and are piled up incomplete. 
Perhaps a better phrase than 
starting date is moratorium on old 
records. In short, as of such and 
such a date, all records received 
in the medical record department 
must be completed by the attend- 
ing physician. All earlier records 
will be filed away incomplete. It 
is an injustice to expect any newly 
employed medical record librarian 
to assume responsibility for de- 
ficiencies occurring prior to her 
employment. 
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At this meeting, too, the record 
librarian should present a pro- 
posed outline for flow of records 
during the hospitalization of the 
patient and another for these rec- 
ords after discharge and before 
final filing. No doubt both the ad- 
ministrator and the chief of staff 
will have many questions. Many 
of these will have to be referred 
to the governing board and to the 
medical staff for decision. In the 
meantime, the supervising record 
librarian can very well spend the 
balance of the day with her helper 
on further organizing, on requisi- 
tioning supplies if needed or on 
activities indicated by the dis- 
cussion at the conference. 


TYING UP THE LOOSE ENDS 


At later visits there will be the 
important task of meeting with 
the medical] record committee and 
briefing the members on its duties. 
There will be the preparation of 
the monthly statistical report for 
the medical staff and the hospital 
administrator and conferences on 
the agenda for medical staff meet- 
ings. Such tools as the standard 
insurance form, permits and re- 
leases, etc., must be developed. 

Gradually, as the work takes 
shape, it will be necessary to 
write a procedure book for the 


medical record department. In 
fact, on the very first visit—no 
later than the second—the super- 
vising record librarian will have 
to write a simple procedure for 
the guidance of her helper. Even- 
tually the decision on indexing 
systems and equipment will have 
to be made. Guiding principles 
here can be reduced to the two 
words: Be simple. 

Certainly follow the Standard 
Nomenclature of Diseases and 
Operations and for that purpose 
get a decision from the medical 
staff that its members will con- 
form to the Nomenclature in stat- 
ing final diagnoses. In the setting 
up of the index, however, it is 
wise to plan to use group cards 
so that the clerical assistant can 
do all of the posting. A visible 
card system in book form works 
well and saves much space. 

Finally, the record librarian 
should adopt as her motto: Make 
haste slowly. She should not run 
ahead of the people that were 
there before, Dut take care to 
bring them with her. es 
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—getting the most from hospital records 


There exists in hospital records a great deal of information that 
can be used in a variety of ways. From the point of view of the 
practicing physician, the records, when properly summarized, can 
provide him with a picture of his own hospital practices against 
which he may compare the practice of other physicians and the 


hospital generally. 


The prevalence and incidence of disease change, and properly 
summarized records can provide a picture of some of these changes. 
The same holds true for the popularity of certain surgical procedures. 
Hospital records can also be used for collecting special data con- 
cerning the introduction or investigation of new or not widely used 
treatments. This use of hospital records could and should be ex- 


panded greatly. 


Mechanical systems for abstracting the information from the rec- 
ords can easily be established and are available on a small scale. 
The greatest deterrent to their use, however, is the unfamiliarity of 
physicians with statistical methodology. Training physicians in basic 
statistics seems to be one of the greatest problems at the present 
time, and the responsibility for this training lies with statisticians. 
— ROBERT G. HOFFMANN, PH.D., statistician, J. Hillis Miller Health 
Center, and assistant reséarch professor, statistical laboratory, Uni- 


versity of Florida, Gainesville. 
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How this medical record department 


does its work in record time 


by JACK SKARUPA and TOM HAYS 


WO YEARS ago, South Carolina’s Greenville General Hospital had a 

medical records problem. The 10-man medical records department 
couldn’t keep up with patient volume. With more than 20,000 inpatients 
and 50,000 outpatients annually, processing was too slow, statistical in- 
formation became dated, and incomplete charts piled up. Something had 
to be done. The old records system needed a complete overhaul. 

The medical librarian and an assistant director started from scratch, de- 
fining medical records’ responsibilities. These, they decided, should be 
limited to the following three services: 
® To keep and make available a complete medical record. 
® To maintain statistical information of clinical activities. 
®@ To provide medical information to authorized persons. 

Within the framework of this definition, the librarian and assistant 
director began a study of all record department functions. After months 
of analysis and work studies, they came up with a system that put Green- 
ville General’s medical records department on a sound and current operat- 
ing basis. 

After a year in operation, the new procedures have more than proved 
themselves. The incomplete chart is a thing of the past. Charts are readily 
available, statistical information is accurate and up-to-date, and—perhaps 
the most valuable achievement of all—a chart can now be processed with- 
in 48 hours of discharging a patient. 


Jack Skarupa is assistant director and Tom Hays is public relations director, Greenville 
(S.C.) General Hospital. 
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‘ GREENVILLE GENERAL'S new medical record system begins in the admitting office. Ad- 
mitting personnel assign each patient a history number as they note pertinent data. 


DATA are then transferred to an eight-line metal imprinting plate . . . which is used to head the chart's face 
sheet as well as the patient's index card. The index card 


is filed immediately in the house file in the 
record room. The face sheet is sent to the proper nursing station. 


4 AT THE same time, admitting office personnel make up another 
plate of basic service information, which is 
also sent to the nursing station. This two-line 
plate imprints all subsequent chart forms . . . 


... @s well as punched charge tickets for special services, 
medications and tests. The punched ticket serves both as a 
charge ticket and as a requisition for special services. 
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TEST results are placed directly 
on one copy of the punched charge ticket by special 
service department personne! .. . 


. . » then sent back to the nursing station 
' for inclusion in the chart. 


DOCTORS’ orders, histories, physical, nurses’ and progress 

notes are written directly into the chart at 

the station. Operative reports and discharge summaries are dictated 
by physicians and transcribed in the record room. 
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4 THE DAY after a patient's discharge, the 
ward secretary delivers his chart to 
the record room for processing. A record 
room clerk pulls 
the patient's index card from the house file, 
writes in the date of discharge and forwards it 
to the admissions clerk for permanent filing. 


THE CHART itself is now ready for processing. 

One clerk notes deficiencies, secures 

additional special service reports, and 

codes the diagnoses and operations. The librarian, 
shown here, records clinical statistics, 

and an assistant indexes charts according 

to diagnoses, operations, physicians and surgeons. 
Finally, the insurance clerk completes 

all insurance blanks and sends the complete 

file to the filing room. Incomplete charts are 
placed in the physicians’ folders. 

When these charts are completed, they 

ore checked, coded, indexed and filed. Physicians 
are required to complete all charts within one month. 


CHARTS are stored in one location utilizing both open 
shelves and four-drawer cabinets. A written de- 
scription of the terminal digit unit filing system and 
periodic inspection keep the files in proper order. © 
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SPECIAL 


medical records 


CAN MEDICAL RECORDS 


B ben A YEAR ago a study was 
conducted in St. Paul and 
Minneapolis hospitals to determine 
whether simplification and stand- 
ardization of hespital medical rec- 
ords in the area was possible. The 
study was stimulated by several 
administrator members of the 
Twin City Regional Hospital 
Council. 


STANDARDIZATION NOT NEW 


Standardization of medical rec- 
ord forms is not new. Hospitals, 
doctors, hospital associations, and 
medical record librarians in the 
past have recognized its benefits 
and have instigated programs to- 
ward this end. 

As early as 1942 the American 
Hospital Association undertook a 
study and developed a set of 
standard medical record forms. 
These were designed primarily for 
the small hospital and have been 
used extensively for teaching at 
institutes ever since. Commercial 
printing companies specializing in 
hospital records have _ printed 
standard forms for years. 

Other groups have attempted 


Malcolm W. Hood is administrative resi- 
dent at San Jose (Calif.) Hospital. The 
study described in this article was con- 
ducted as a clerkship project in 1957 dur- 
ing his academic year at the University 
of Minnesota Program in Hospital Ad- 
ministration. 
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BE STANDARDIZED? 


This study shows that 


standardization within a given area is 


both desirable and feasible 


by MALCOLM W. HOOD 


A study involving 11 hospitals in 
the St. Paul-Minneapolis area is the 
basis for the author’s conclusion that 
standardization of medical records 
within a geographical area is both 
desirable and—for most forms— 
feasible. But, he adds, recommending 
standard forms is one thing and 
achieving the goal of standardization 
another. Active campaigning led by 
interested individuals seems a neces- 
sary factor. 


to standardize record forms within 
a geographic area rather than pro- 
mote such a program on a nation- 
wide basis. Because medical prac- 
tice varies from city to city, what 
may be acceptable by doctors in 
one area may not be acceptable in 
another. 

In 1947, at the instigation of 


their medical record librarians, a 


group of Seattle hospitals de- 
veloped and adopted standard 
medical record forms. Within two 
years 35 hospitals were using 12 
standard forms. 

On the instigation of doctors, 
standardization on a much smaller 
scale took place in Fort Wayne, 
Ind., a few years later. Here a 
joint committee of doctors and 
medical record librarians collabo- 
rated on common forms which 
were subsequently adopted in two 


of the city’s three hospitals. No 
doubt similar developments un- 
familiar to the writer have taken 
place in other areas. 


CHIEF ADVANTAGES 


Convenience to the doctor is 
probably the principal advantage 
to standardizing medical record 
forms. This is especially true where 
a great many doctors in one area 
hold staff privileges in several 
hospitals. In filling out his records, 
the doctor does not have to re- 
orient his mind to a new set of 
forms each time he goes from one 
hospital to another. The writing of 
medical records, however neces- 
sary, is considered a real burden 
by the doctor. Whatever the hos- 
pital can do to make his work 
easier and less confusing is a step 
toward better records. 

A second advantage of standard- 
ized medical records lies in the 
systemized study of medical rec- 
ord forms incidental to the stand- 
ardizing process. Periodic review 
is important for any form, even 
though some hospitals have been 
using the same form for 25 years. 
During the development of a 
standard form, all information is 
studied carefully and only the im- 
portant items are finally included. 
Once a_ standardized form is 
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adopted, it should be reviewed 
regularly for possible revision by 
a committee of hospital and medi- 
cal representatives. All participat- 
ing hospitals in an area would in 
this way keep their records up to 
date. 

Less training of professional 
personnel involved with medical 
records is necessary when stand- 
ardized forms are used. Rare is 
the nurse who remains employed 
by one hospital all of her life; as 
a new employee of a hospital she 
would already be acquainted with 
the medical record forms, dupli- 
cates of which she may have used 
neighboring hospital. 

A fourth advantage of standard 
records is of considerable interest 
to economy-minded administra- 
tors. Large numbers of forms 
could be printed at a lower cost 
per form and could be stocked in 
large quantities available for de- 
livery at a moment’s notice. 


LIMITING FACTORS 


There are, it is true, several fac- 
tors which limit the application of 
standardized medical records. The 
first is that individual hospital pro- 
cedures and systems differ. For 
example, some hospitals may 
notify 15 different departments of 
a patient’s admission, whereas an- 
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other hospital may notify only 
three. This difference alone may 
require variation in the type of ad- 
mitting form used. 

The extent to which medical 
teaching and research is carried 
on in a hospital may require differ- 
ences in medical record forms, In 
some hospitals the clerks, interns, 
and supervisory staff may be re- 
quired to make progress notations 
on separate sheets. In others, only 
one such form may be used by all 
doctors. 

The fact that doctors and hos- 
pitals may resent regimentation 
from an outside body is another 
factor which tends to work against 
standardization. Coupled with this 
factor is simple inertia. Hospitals 
hesitate to change a smoothly run- 
ning procedure. 


STUDY METHOD 


In carrying out the St. Paul- 
Minneapolis study of standardizing 
medical records, 11 hospitals in 
the area were visited. Representa- 
tive hospitals of small, medium 
and large sizes were chosen in 
each of the Twin Cities. In each 
case, the medical record librarian 
was interviewed and medical rec- 
ord forms used in that hospital 
were collected. Most of the medical 
record librarians felt that stand- 
ardization among the area’s hos- 
pitals was an excellent idea. Some 
pointed out the pitfalls already 
mentioned. 

Each of the forms was thor- 
oughly analyzed, both for physical 
characteristics and for _ specific 
form content. Samples of the 
standard medical record forms 
adopted in -1952 by the American 
Hospital Association were also 
studied, along with samples from 
a printing company in the hospital 
field. Although each form varied 
widely in color, it was not difficult 
to determine the most common 
color for each form, nor was there 
any difficulty in arriving at a 
standard size, 8% by 11 inches. 
The real work was in analyzing, 
comparing, and charting the spe- 
cific content of each form. This 
work culminated in the develop- 
ment of several standard forms, 
which were submitted to the Twin 
City Regional Hospital Council. 

On the basis of this study, it 
was considered possible to stand- 
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STANDARD medical record forms—such as 
the three sample forms shown above—were 
recently developed in Minneapolis and St. 
Pav! for use by hospitals in the area. 


47 


ore 
< 
. — 


ardize the following forms in the 
Twin Cities area: 
® Outline history. 
® Outline physical examination. 
® Blank progress notes. 
® Blank clinical sheet (which 
could be used instead of the three 
forms named above). 
Physician’s order sheet. 
® Blank laboratory report sheet. 
® X-ray request and report. 
® Consultation request and report. 
® Operation record. 
® Tissue report. 
@® Labor and delivery record, 

In addition to these forms, a 


prenatal history and physical ex- 
amination form developed at the 
same time by the Minneapolis 
Obstetrics-Gynecology Society was 
suggested for standard use. This 


form is designed to be used in the 


doctor’s office during prenatal care. 
When the patient is ready to de- 
liver, the doctor simply sends a 
copy of this form to the hospital 
and thereby is relieved of writing 
a complete history and physical 
examination all over again. 
Because of its advantages in re- 
cording routine nurses’ notes and 
observations, a graphic-treatment- 


—<accreditation standards 


for the medical record department 


a. Administrative Responsibilities 


1) There shall be a medical record maintained on every patient admitted for 


care in the hospital. 


2) Records shall be kept inviolate and preserved for a period of time not less 
than that determined by the Statute of Limitations in the respective state. 
3) Qualified personnel adequate to supervise and conduct the department shall 


be provided. 


4) A system of identification and filing to insure the rapid location of oa 


patient's medical record shall be maintained. The unit number system is 


suggested; however, a serial number system or modification of this is ac- 


ceptable. 


and should be kept up-to-date. 


potient’s record. 


Records should be indexed according to disease, operation, and physician 
All clinical information pertaining to a patient should be centralized in the 


The Standard Nomenciature should be used os a nomenciature and is pre- 


ferred if medical records are coded 


b. Medical Staff Responsibilities 


1) 


2) 


3 


4) 


The medical record must contain sufficient information to justify the diagnosis 
and warrant the treatment and end results. 5 

Only physicians and members of the house staff are competent to write or 
dictate medical histories and physical examinations. 

Current records and those on discharged patients should be completed 
prompftly. 

Records must be authenticated and signed by the physician. 


c. The medical record should contain the following information: 


1) 
2) 
3) 
4 
5 
6 
7 
8) 
9) 
10 
11) 
12) 
13) 
14) 
15) 
16) 


identification data 
Complaint 

Present iliness 

Past history 

Family history 

Physical examination 
Consultations 

Clinical laboratory reports 
X-ray reports 

Provisional diagnosis 
Tissue report 

Treatment: Medical and Surgical 
Progress notes 

Final diagnosis 

Summary 

Autopsy findings 


—from, STANDARDS FOR HOSPITAL ACCREDITATION, published by 
the Joint Commission on Accreditation of Hospitals, June 28, 1956. 


observation record was suggested 
to replace the traditional nurses’ 
notes and T.P.R. sheet. This form 
was developed about three years 


before the St. Paul-Minneapolis 
study by the Southwestern Michi- 
gan Hospital Council. This form 
has the advantage of presenting 
on one page a complete picture of 
everything that happens to a pa- 
tient. Charting time is markedly 
reduced with this form, as it forces 
the nurse to write efficiently, chart- 
ing only essential information. 
Two of the forms studied, it was 
felt, were not readily adaptable 
to standardization: the admission 
and summary sheet (because of 
the wide variety of admission sys- 
tems and procedures in use), and 
the anesthesia record. The latter 
forms were extremely varied, some 
almost blank sheets and others a 
complex check list of many differ- 
ent anesthetic agents and methods. 


ACHIEVING RESULTS 


Recommending a set of standard 
forms is one thing, but achieving 
the goal of standardization is quite 
another. It was suggested to the 
Twin Cities Regional Hospital 
Council that a committee including 
hospital administrators, doctors, 
and medical record librarians be 
appointed to study the report of 
this study and any other material 
it might decide to collect. Mem- 
bers of this committee would 
recommend specific standard forms 
to be used in a pilot study of per- 
haps three to five hospitals. On 
the basis of this pilot study and 
their evaluation of it, recommen- 
dations would be made to other 
hospitals to use the forms. The 
program would be re-evaluated 
and the forms revised if necessary 
at least every two years thereafter 
by a special committee organized 
for this purpose. 

The decision to use any standard 
forms in a hospital must ultimately 
be made by the medical staff and 
the administration. In order to get 
the message of standardization 
across and to achieve the advan- 
tages of such a program, it seems 
necessary to have active campaign- 
ing led by one or a group of in- 
terested individuals. Whether any 
concrete results from the Twin 
Cities study will be seen in the 
future will depend upon the — 
est of those in the area. 
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FDA DRUG REACTION REPORTING PROGRAM 


HEN A NEW drug is released 

to the medical profession and 
used in treating thousands of pa- 
tients under a variety of conditions 
and over long periods of time, re- 
actions may occur which did not 
appear during laboratory testing 
of the drug. 

For example, the tendency of 
penicillin to produce serious an- 
aphylactic reactions or the possi- 
bility of addiction developing from 
the use of the “tranquilizers” could 
not be properly assessed until the 
drugs had been in general use long 
enough for thousands of indi- 
viduals to have received repeated 
treatment. 

Because of such dangers the 
Food and Drug Administration not 
only investigates odd reports of 
adverse drug reactions but actually 
maintains a constant re-evaluation 
of the clinical experience with each 
new agent. If indicated by such 
study, the FDA may restrict an 
agent’s use or specify more careful 
labeling of the drug. 


REPORTING NO LONGER ADEQUATE 


Currently, the first knowledge 
of unfortunate experiences with 


Dorothy L. Kurtz is chief medical record 
librarian, Columbia-Presbyterian Medical 
Center, New York City. 
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eWhy is it important? 
eWheo is responsible? 
eHow is it carried out? 


by DOROTHY L. KURTZ 


The Food and Drug Administration 
is trying to establish a system of 
routine reporting by hospitals of all 
cases of untoward drug reaction. The 
author discusses the implications of 
this program to medical record librari- 
ans and other hospital personnel. 


drugs comes chiefly from the pub- 
lished reports of the doctors con- 
cerned. This method is no longer 
adequate for several reasons: 

@ The sheer volume of new drugs 
and the long observation periods 
call for a more methodical system. 
® Dependable conclusions cannot 
be drawn from isolated reports. 


The significance of such instances 
appears only when they are re- 
lated to a broad base of experience. 
® The great potency, for harm as 
well as good, of many new agents 
makes the delay between observa- 
tion by the doctor and the publica- 
tion of his report far too hazardous. 

To meet this situation, the FDA 
is trying to establish a system of 
routine reporting by hospitals of 
all cases of untoward drug reac- 
tion. The FDA is in urgent need of 
reports based on the medical rec- 
ords of hospitals. 

Fortunately, there are medical 
record librarians—in many, if not 


THE ADMINISTRATOR'S PART IN THE FDA DRUG REACTION REPORTING PROGRAM 


There seems little question that expanding drug therapy has created quite 
a new problem for the FDA in safeguarding public health. The great need for 
hospital experience in establishing a control program is understandable, too, 
as is the key position of the medical record librarian in such a program. As 
this article states, however, the medical record librarian is quite incapable of 
assuming any such additional work load without actual help as well as interest 
from her administrator. He is the one who will have to weigh the value of this 
program against the many other jobs on which her daily work hours are spent. 
Are all of these record department activities as significant in terms of human 
health as is this program proposed by the FDA?—-DOROTHY L. KURTZ, C.R.L. ® 
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all hospitals—specifically trained 
in ‘their field. Although the ac- 
complishments of this group de- 
pend on the understanding and 
active support of administrators 
and doctors, medical record li- 
brarians command a strategic posi- 
tion in any program based on the 
reporting of hospital experience. 
Before their services can be ob- 
tained for drug reaction reporting 
on a nation-wide basis, however, 
much remains to be done. 


PILOT STUDY PROVES PRACTICALITY 


The first important step was 
taken when the FDA enlisted the 
help of the American Association 
of Medical Record Librarians in 
setting up a pilot study for the 
routine reporting of drug reactions. 
Begun in August 1955 in five hos- 
pitals of assorted sizes and types, 
the study now includes eleven in- 
stitutions. The main object of the 
pilot study was not collecting data, 
which was necessarily limited in 
amount, but rather developing a 
reporting procedure which would 
be generally applicable. In addition 
to working out a suitable report 
form and routine, much thought 
has been given to finding the best 
means of obtaining the necessary 
interest and support from the pro- 
fessional staff of each hospital. 

In this effort, as well as in the 
matter of drug data and termin- 
ology, the hospital pharmacist can 
contribute invaluable assistance. 
As a member of the pharmacy and 
drug therapy committee, he is 
working with those doctors pri- 
marily concerned with the effective 
and safe use of drugs in patient 
care. Since the members of the 
drug therapy committee tend to 
be men of standing on a hospital’s 
medical staff, this committee, 
wherever it exists, provides a key 
to staff cooperation in the report- 
ing program. 

A second line of approach can 
be made through the medical rec- 
ords committee to which the record 
librarian serves as secretary. 

Although the FDA-AAMRL pilot 
study has not yet been concluded, 
it has already demonstrated the 
value and practicality of this 
method of reporting the drug ther- 
apy of each hospital. 

Those concerned with this prob- 
lem have repeatedly pointed out, 
however, that satisfactory super- 
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HOW DRUG REACTION REPORTING WORKS 


AT THIS PENNSYLVANIA HOSPITAL 


A LEARNING of a patient’s 
adverse drug reaction, a 
physician at Western Pennsyl- 
vania Hospital, Pittsburgh, com- 
pletes a simple report form (Fig. 
2, page 51) available on all nurs- 
ing units. Suspected drug reac- 
tions are also reported. Nurses 
are instructed to remind physi- 
cians to report such reactions. 
When the simple report form 
is completed, the head nurse on 
the nursing unit forwards it to 
the medical record department. 
From this report the medical 
record librarian types, in dupli- 


contacts the pharmacist for in- 
formation relative to the drug 
section (column one) on the 
special report form (photo be- 
low). Columns two and three of 
the special report form are filled 
out by the medical record li- 
brarian under the guidance of the 
reporting physician. 

Completed special report forms 
are reviewed by the chairman of 
the hospital’s Pharmacy and Drug 
Therapeutics Committee at the 
end of each month. Carbon copies 
of the completed forms are given 
to him for use at the Pharmacy 
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cate, the following information 
on the special report form (Fig. 
1, above): 

® Patient identification. 

@ Diseases treated. 

® Other pertinent medical condi- 
tions. 

® Drug (suspected agent)—both 
generic and trade names. 

® Reaction. 

The record librarian codes the 
disease treated and the reaction 
according to the Standard No- 
menclature of Diseases and Op- 


- erations, and the International 


Statistical Classification. She then 
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and Drug Therapeutics Commit- 
tee meetings. The original copy 
of the special report form is 
mailed, on the last day of each 
month, to the Food and Drug Ad- 
ministration—unless an unusual 
event occurs requiring an imme- 
diate report. No report is released 
unless it has been reviewed and 
approved by the attending phy- 
sician as well as the chairman of 
the Pharmacy and Drug Thera- 
peutics Committee. 


Fig. 2 


The medical record of a pa- 
tient who nas experienced an ad- 
verse drug reaction is flagged be- 
fore it is permanently filed (See 
photo below) to alert physicians 
to hypersensitivity ——HELEN M. 
TRAUGOTT, C.R.L., chief medical 
record librarian, Western Penn- 
sylvania Hospital, Pittsburgh, and 
chairman of the American As- 
sociation of Medical Record Li- 
brarian’s Special Committee on 
Reporting of Drug Reactions. s 


JUNE 16, 1958, VOL. 32 


vision of new drug use requires 


reporting from a very broad ex- 
perience in order to give such 
reports their true value. Further- 
more, to include late and cumula- 
tive effects, such reporting should 
continue over a long period. For 
this reason and because drug ther- 
apy is at the beginning of its de- 
velopment, pilot study procedures 
must be expanded into a perma- 
nent nation-wide system of re- 
cording and reporting hospital 
experience in this field. 


COOPERATION OF ORGANIZATIONS 


Problems will be encountered— 
the solution of which will require 
the active cooperation of all those 
national organizations in any way 
concerned with the basic problem 
of safeguarding patients during 
the development of new thera- 
peutic drugs. Both the American 
Hospital Association and the 
American Medical Association 
have shown an awareness of the 
problem and interest in developing 
a suitable reporting system. Three 
years ago the AAMRL—through 
its president at the time, Mrs. 
Helen McGuire—acknowledged 
such reporting to be a most ap- 
propriate function of its members 
and expressed great interest and 
willingness to cooperate with the 
FDA in establishing such public 
safeguards. Shortly after this the 
American Society of Hospital 
Pharmacists officially gave its sup- 
port to the proposed program and 
—through its representative, 
George F. Archambault—much 
pactical help with the pilot study, 
as well. 

Although a beginning has been 
made, much still remains for each 
association to do by way of ac- 
quainting its membership with the 
problem and with their own re- 
sponsibility in the matter. In the 
medical record field this promises 
to become a major development. 

The individual record librarian, 
therefore, requires a degree of 
re-education in order to under- 
stand properly its significance. She 
needs to know not merely how it 
will affect her daily work, but, 
also, how it is related to her basic 
functions and responsibilities. 

Nor is the medical -record li- 
brarian alone in requiring instruc- 
tion. With the best will in the 
world she can accomplish little 
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without an informed and coopera- 
tive administrator, pharmacist and 
medical staff within the hospital. 


TIME IS KEY FACTOR 


The greatest hurdle, however, 
appears to be making time for a 
new responsibility of such magni- 
tude in the record librarian’s al- 
ready crowded schedule. Like 
other hospital personnel, she (or 
he) has more work now than she 
can properly handle. 

Although the actual report form 
has been kept as simple as possi- 
ble, an effective system implies 
not only through indoctrination 
of the professional staff but a 
continual check to produce com- 
plete data. Furthermore, in order 
to provide a true evaluation of ad- 
verse reactions, it may well be- 
come desirable for each hospital to 
index all cases treated by new 
drugs—at least for a_ limited 
period following their introduc- 
tion. To do the job properly, there- 
fore, would add substantially to 
the record librarian’s busy day. 
There is no simple solution to this 
problem, but several lines of ac- 
tion are feasible: 

1. This program is of para- 
mount concern to the AAMRL. 
Since over a period of years super- 
fluities do develop on a job, it 


might pay the AAMRL to assess 
their members’ daily work. A 
careful review of common pro- 
cedures might possibly reveal 
some that could be revised or even 
dropped to provide time for the 
record librarian to assume her 
proper role in support of the FDA 
program, 

2. Even if successful, however, 
such a study could not be ex- 
pected to solve the entire prob- 
lem of too much work and too 
little help in the record depart- 
ment. The key position of the rec- 
ord librarian in all varieties of 
medical and public health re- 
search is gaining wider recogni- 
tion every year, so that there are 
increasing demands for her serv- 
ices from many sources. Although 
many research projects’ using 
hospital records are generously 
financed by special funds, usually 
no provision is made to pay for the 
additional record department 
work. If this policy were revised, 
wider use might be made of hos- 
pital records for many other pur- 
poses—as well as the drug reac- 
tion study. At present any increase 
in record department personnel 
merely adds to the cost of patient 
care. 

3. Since the limited time of the 
record librarian is such an impor- 


—new forms help free nurses from record keeping | 


A simplified system of nursing records, developed by the Veterans 
Administration, is expected to reduce time spent by nurses in record 
keeping by approximately 30 per cent. The system, as described by 
the VA, will cut file space required for nursing notes by 40 per cent. 

The new nursing records system consolidates information on medi- 
cations and treatment and preserves a clear clinical description of 
each patient. Simplified forms to be used are the nursing notes, the 
continuing medication and treatment record, and the nursing plan. 
These records will be kept daily for each patient, and all one-time 
or emergency orders for medication or treatment must be noted along 
with other pertinent information needed for planning a patient's 


treatment. 


® The continuing medication and treatment record is a new form 
on which nurses can indicate repeated medication or treatment by 
initialing the original order instead of writing the order each time. 
® For the simplified nursing plan form, recording of medications 
and treatment has been eliminated. The new form will be for de- 
scription of each patient to show the individual plan of nursing care 
needed.—Veterans Administration Information Service, Washington, 


D. C. 
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tant factor in the general adop- 
tion of the program, every effort 
should be made to provide her 
with time savers. The rapid ap- 
pearance of new drugs under a 


great variety of trade names 
necessitates considerable search- 
ing to arrive at the correct scien- 
tific nomenclature—even with the 
use of the reference sources. 
Should it prove desirable to main- 
tain a drug therapy index similar 
to the operation index found in 
most hospitals, the amount of such 
reference would be greatly multi- 
plied. 


The solution appears to be a 
uniform coded nomenclature and 
indexing system established and 
maintained by a central authority. 
Frequent addenda would be re- 
quired, of course, and possibly 
periodic lists of deletions. Such a 
current and systematic drug code 
would assure uniform reporting 
in addition to saving hours of the 
record librarian’s time. 

To summarize, then, the position 
of the medical record librarian in 
regard to adverse drug reaction 
reporting: 
® She is the right and proper per- 
son to transmit hospital experi- 
ence to the FDA. 

@ She does, however, require con- 
siderable education regarding this 
new responsibility. 

@ Since she cannot be successful 
without the support of her ad- 
ministrator and the active cooper- 
ation of the hospital pharmacist 
and medical staff, these profes- 
sions, too, need indoctrination in 
regard to their share in the pro- 
gram. 

@ Some provision must also be 
made either to reduce her present 
work load or to supply additional 
help. 

@® Finally, she requires an au- 
thoritative and currently main- 
tained drug nomenclature and in- 
dexing system. 

For these prerequisites we must 
look to those organizations most 
concerned—the American Associa- 
tion of Medical Record Librarians, 
the American Hospital Associa- 
tion, the American Medical As- 
sociation, the American Society of 
Hospital Pharmacists the 
Food and Drug Administration it- 
self. 
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iNVentory— saves valuab| Special size" 
storage 
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ediatric Intravenous Injection Set 


STOCK THE NEW Volu-Trole SAFTISET 


designed for accurate volume control of solutions administered in 
amounts of 100 cc. or less. 


accurate permits precise measurement of solutions for intra- 
venous administration 


efficient provides accurate control of both fluid volume and 
drip rate 


dependable _ reduces the possibility of fatal over-hydration in 
pediatric patients 


safe sterile, pyrogen free, ready to use 
Illustration 
1. Dispensing Flask 5. Measuring Chamber 
2. Bottle Connector Spike 6. Dripmeter 
3. Metal Shut-off Clamp 7. Saftibulb* 
4. Medicinal Entry Tubing * TM. 


Also available: The Volu-Trole SAFTIFILTER for 
accurate control of pediatric blood infusion therapy. 


CUTTER, CUTTER LABORATORIES, Berkeley, California 
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CROSSWORD PUZZLE 


PREPARED BY JOHN H. HAYES 


1 2 3 4 5 6 7 \4 
15 16 17 
21 22 
25 26 27 
30 1 35 7 
1 
43 5 4 
56 
2 63 
65 67 68 
2 713 4 
78 7$ 
84 
87 
ACROSS 74 Physician (abbr. ) 
] What you should get out of your 7 “i of what you do 
+ Cet ou get 79 3.1416 
you ge 80 What you try to be 
8 Why you get it 82 Made pretty 
15 A movie manufacturer 85 A ne ial short: 
17 What everybody expects you to Be 
19 say to net 88 An afterthought in letter writing 
20 Where you would often like to be 6 3t its here DOWN 
22 What you hope the rich patient 
wills to your hospital 1 What many patients are 
24 What patients leave a ring in 2 What you would like to be play- 
25 Something slippery ing under a palm tree 
26 Ampersand 3 The way things seldom are 
28 Inescapable as death 4 A city in Austria 
29 Act, also a note of the scale 5 What you must regularly say 
30 How you would like to take it (backward) 
32 How help is becoming 6 Rock and --- (roll doesn’t fit) 
35 What nurses’ glee clubs do 7 When people want the job they 
38 Citron’s last name give you today done 
39 Man’s nickname. An English title 9 What you would like to raise (and 
(abbr. ) maybe should) 
40 Actor 10 What too many viewpoints are 
42 Myself, also a note of the scale 11 An international organization 
(misspelled ) . 12 Conjunction (He is a nice guy ---) 
44 What you hope the day will soon 13 What you expect, but seldom get, 
do 3 and seldom do 
45 What people get under the collar 14 What you would like to bend after 
48 What you hope visitors will be a tough day 
51 What your head did at the end of 18 A good one is half the race 
the day 21 It isn’t enough 
53 That is (Latin) 23 What a worthless worker gets 
54 What doctors think your duties are 27 Hippocratic heir (abbr.) 
56 Before “and terminer” 31 What it is better sometimes not 
57 What hagiologists deal in (sing.) to do 
598 What some patients do 33 To egg on 
59 Fistula in 34 What you would like to do at 
60 What you hope your old buildings times (past tense) 
will soon be 36 Conjunction 
63 Before “cetera” 37 What a good nurse is 
64 A policy matter 38 What some women do at conven- 
67 What patients should get (abbr.) tion sessions 
68 Egyptian sun god, also a cheer 41 What you hope you will get 
(minus the ‘“‘h’’) 43 What girls use when they want 
69 Only half dear men to see red 
70 Put in T for test and hospitals do 45 What you are sometimes to your 
it job 
71 Article 46 Pronoun 
72 Hawaiian greeting 47 Smart 


48 What a dissatisfied patient often 
does 

49 What means tests make out of 
some people 

50 Lights 

52 What you seldom are these days 

55 He who has 

56 What hospital doors always are, 
and OR doors shouldn't be 

61 What a good housekeeper does (?) 

62 What the OR nurse does: also cur- 
tains 

65 Pronoun 

66 Our daily burdens 

73 Her Majesty’s Ship (abbr.) 

74 A member of the medical board 
(see 27 down) 


‘76 Union Army 


77 Dernier --- 

78 Conjunction (Ger.) 

81 One who makes a practice of 

83 An operation. Also U. S. capital 

84 Exclamation 

86 The way we hope our salaries will 
go, also a news service 


SOLUTION ON PAGE 102 


How Henry Ford Hospital 
provides more and better 
medical record service 
(Continued from page 36) 
record is by telephone. This means 
is used only if the need for the 
record is immediate. Each termi- 
nal digit section is provided with 
a small work space, a cart for use 
in pulling or refiling records and 
a telephone (Fig. 1). Although 
direct telephone orders are func- 
tional, their usage is kept to a 
minimum because of the time in- 
volved for the record clerk to fill 
out the request form and because 
of our desire to establish the re- 
sponsibility for records out of file 
to the department requesting the 

record. 

Experience with our reorganized 
department has been most gratify- 
ing. The methods just described 
are supported by a revised sorting 
procedure, an automatic conveyor 
for partial distribution, and a re- 
vitalized employee group. 

Even though the volume of 
medical records has increased, 12 
people have been eliminated from 
the department. Personnel are as- 
signed to each file section on a 
permanent basis. Personnel of 
each section are entirely responsi- 
ble for all work done within it. 
This has resulted in a healthy 
competition between sections and 
the satisfactions of being responsi- 
ble for a given area. Complaints 
about service have been virtually 
eliminated. The medical staff is 
particularly cooperative in fulfill- 
ing their obligations to the de- 
partment. 
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NOW... 
added certainty 
In urinary tract. 


_UROBIOTIC: 


vide: 
provide. & 
¢ the proven antibiotic of choice in urinary tract : 
infections—Terramycin® (oxytetracycline) x 
* enhanced absorption with glucosamine potentiation . 
chemotherapeutic action of sulfamethizole—the 
sulfonamide of choice i 
* prompt and effective local analgesia and relief of a 
5 urinary symptoms with phenylazo-diamino-pyridine. 
UROBIOTIC CAPSULES are especially valuable in the treatment c 4 
mixed urinary infections and infections caused by bacteria an 
more sensitive to the combination than to either component 4 
alone. 
Each UROBIOTIC CAPSULE contates: nerenences : Bourque, J. P., and Jeyal, J.: A Clinical Study of a New Sulfonamide 7 
Cosa-Terramycin 125 mg. in the Treatment of Urinary Infections, Canad. M. A. J. 68:337, 1953. Trafton, H. M., - 
(oxytetracycline HC! with glucosamine) and Lind, H. E.: Urinary Infections, Clinical and Bacteriological Cure with z 
Sulfamethizole 250 mg. Terramycin, J. Urol. 69:315, 1953. Musselman, M. M.: Terramycin, Antibiotics 7 
ei oT Monographs No. 6, New York, Medical Encyclopedia, Inc., 1956. Longley, J. R.: 7 

Oxytetracycline Therapy in Surgery and Infections of the Urinary Tract, 
Supply: Urobiotic Capsules, bottles of 50. Antibiotics Annual 1955-1956, New York, Medical Encyclopedia, Inc., 1956, p. 358. a 
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OXYGEN 
ADMINISTRATION 
TO PREMATURE 
INFANTS 


Retrolental fibroplasia still 
a constant danger, 
Connecticut study shows 


by ARTHUR C. UNSWORTH, M.D., 
and JESSIE E. PARKINSON, M.D. 


Methods of oxygen administration 
to premature infants used in 35 hos- 
pitals in Connecticut were examined 
in the study described in this article. 
The study was confined primarily to 
equipment and procedures used in 
oxygen administration. The authors 
make specific recommendations re- 
garding oxygen administration to re- 
duce the incidence of retrolental fibro- 
plasia. 


I—INTRODUCTION 


1) Is Now well known that oxy- 
gen administered to premature 
infants over long periods and in 
excess of 40 per cent concentration 
may result in retrolental fibro- 
plasia. Even in concentrations be- 
low 40 per cent for short periods 
of time, some degree of cicatricial 
RLF and visual reduction has been 
observed. 

Data accumulated in a prema- 
ture infant follow-up outpatient 
clinic operated at Hartford Hospi- 
tal since 1948 would indicate that 
retrolental fibroplasia is usually 
recognized and reported to the 


Arthur C. Unsworth, M.D. 
thalmologist at Hartford (Conn.) ospi- 
tal, conducts the RLF Follow-Up Clinic 
at that hospital. Jessie E. Parkinson, D., 
at the time of this study was maternal and 
child health physician, Connecticut State 
Department of Health. She is ey 
associate director, Community Obstetrical 
Study, Hartford. 

This study is also being published in the 
Summer Issue of The Sight-Saving Re- 
view, a quarterly publication of the Na- 
tional Society for the Prevention of 
Blindness. 
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RECOMMENDATIONS FOR OXYGEN ADMINISTRATION 


The following specific recommendations for hospitals are made on 
the basis of findings in studies described in this paper: 

1. That a 40 per cent fixed type mixing valve be attached to 
each incubator in the premature nursery and be used for oxygen 
therapy. 

2. That a satisfactory back pressure-compensated flowmeter be 
attached either to all oxygen outlets or in front of the mixing valve. 

3. That an oxygen analyzer be kept in the premature unit of the 
hospital. 

4. That an air pump or other compressed air device be used for 
high incubator humidity when oxygen is not required as well. 

5. That oxygen not be administered routinely to prematures of 
even small birth weight. 

6. That oxygen concentration in premature incubators not exceed 
40 per cent unless specifically indicated and ordered in writing by 
the supervisory physician. 

7. That the flow of oxygen be kept between 2 and 3 liters per 
minute unless ordered otherwise by the physician for a specific need. 

8. That oxygen be automatically discontinued after 24 hours 
unless reordered by the physician in writing. 

9. That the flowmeter setting, concentration of oxygen desired, 
and indications for the use of oxygen be ordered in writing by the 
physician on the baby’s chart. 

10. That the flowmeter setting, concentration of oxygen, and the 
length of time given be recorded on a special sheet on the baby’s 
chart, to become a part of his permanent record. 

11. That there be standing written orders for the administration 
of oxygen to premature infants which include these procedural rec- 
ommendations. 

12. That incubator oxygen analysis be made at the end of the 
first half hour of each time oxygen flow is started, and then every 
eight hours during administration. 

13. That the oxygen analyzer be checked for accuracy once a 
week by personnel in charge of maintenance of oxygen therapy 
apparatus. 

14. That hospitals insist that manufacturers or their representa- 
tives install incubators, flowmeters and mixing valves, and instruct 
hospital personnel in the use of the apparatus. 

15. That all premature nursery personnel, including nurses, house 
staff, and any physician allowed to treat premature infants in the 
hospital, be given theoretical and practical instruction in the use 
of flowmeters, mixing valves, oxygen analyzers, and the uses and 
dangers of oxygen therapy in premature infants. 

16. That all premature infants 5 pounds, 8 ounces or under be 
examined at least once a month under a mydriatic, by an ophthal- 
mologist, preferably the same one, until their discharge from the 
hospital. 


17. That the inspection of oxygen therapy equipment and proce- | 


dures in premature nurseries be part of the examination by repre- 
sentatives of the state department of health. 


Connecticut Board of Education of 
the Blind by ‘any physician only 
when the child has markedly re- 
duced vision in both eyes or is 
blind from the disease. 

In Hartford Hospital all surviv- 


ing infants of a birth weight 


pounds, 8 ounces or less have at 
least one examination of the ocular 
fundi by the ophthalmologist in 
charge of the premature clinic. 
Upon discharge from the hospital 
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| 1000 TABLETS 
FOR HOSPITAL USE 


ANTACID ANALGESIC 
fill 


ae 


the "STOL-MYERS NEW YORK, 


MADE IN USA. 


BUFFERIN. | J 
need 7 


Quickly, Economically 


BUFFERIN 


Saves money 
in amber bottles especially designed for the modern hospital pharmacy. | saves dispensing time 


saves shelf space 


‘Burrerin—the better tolerated antacid analgesic—is especially valuable for 


the treatment of arthritis and other conditions which require high-dosage, a 

long-term salicylate therapy. BUFFERIN contains no sodium, thus is suitable 2 

for patients on salt-free diets. a 

Each BUFFERIN tablet combines 5 grains of aspirin with the antacids aluminum glycinate and magnesium carbonate. "a 

Clinical Data Available on Request a 

Bristol-Myers Company, 19 West 50 Street, New York 20, N. Y. r 
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such infants are referred to this 
clinic. 

Some infants who showed nor- 
mal ocular fundi or slight retro- 
lental fibroplasia while in the hos- 
pital are found on _ subsequent 
examination in the clinic to have 
markedly impaired vision. Other 
similar cases are being discovered 
in the routine private office prac- 
tice of the physician in charge or 
by the parents of the child. The 
incidence of severe RLF has defi- 
nitely decreased in Connecticut, 
but many less severe cases still 
occur in premature nurseries. 

The present study was under- 
taken to determine the methods 
that are now being employed in 
Connecticut hospitals to control 
the administration of oxygen to 
premature infants in an effort to 
reduce the number of infants and 
children suffering visual impair- 
ment due to retrolental fibroplasia. 

During the first six months of 
1957 each of the 35 hospitals in 
Connecticut licensed to care for 
newborn infants was visited. These 
visits included: 

(1) areview of equipment, with 
special attention given to the type 
of incubator, type of system and 
mechanism used to control the con- 
centration of oxygen and humid- 
ity delivered to the incubator, and 
the device used to check the con- 
centration of oxygen within the 
incubator; 

(2) a discussion of equipment 
with personnel responsible for us- 
ing the equipment; 

(3) a review of nursery proce- 
dure for determining the presence 
or absence of RLF. 

The study was confined primarily 
to examinations of equipment and 
procedural methods. Each hospi- 
tal has been sent a report of the 
findings and recommendations for 
that particular hospital. 


IN NURSERIES 


incubators—Investigation of types 
of incubators used in nurseries in 
the hospital visited yielded figures 
shown at top of column two. 

With adequate controls for the 
administration of oxygen, it was 
felt that all the incubators in use 
in the hospitals were safe for the 
administration of oxygen. 

Oxygen Control Equipment——The 
method for controlling oxygen de- 
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Gordon Armstrong 159 
Gordon Armstrong 

Mark III 23 
Isolettes 67 
Penn 600 5 
Hess Beds 3 
Castle l 
Baby Haven l 
Humidicrib l 

Total 260 


livered to the incubator varied in 
the different hospitals and with 
different incubators within the 
hospitals. 

Flowmeters were used to regu- 
late the rate of flow of oxygen in 
all but 2 small hospitals which used 
no controls, and was the only 
method of control in 16 hospitals. 
Both flowmeter and mixing valves 
were used in regulate oxygen con- 
centration in 17 hospitals. No hos- 
pital used a mixing valve without 
a flowmeter. 

Although only 17 hospitals were 
using mixing valves, 11 others had 
them available in the nursery or 
storeroom but were not using them 
because they were considered un- 
necessary or not understood by 
hospital personnel. 

There were 106 mixing valves 
in use or available for use in 28 
of the 35 hospitals. These 106 
mixing valves were distributed as 
follows: 26 Gordon Armstrong 40- 
100 per cent adjustable, 5 Gordon 
Armstrong 40 per cent fixed, 21 
Melco 40-100 per cent, 44 Melco 
40 per cent fixed, 6 Vapojets (spe- 
cial attachments to the Isolette), 
1 E&J, 1 OEM, 1 Baby Haven and 
1 Penn 600. 

Flowmeters—-Tests were made on 
some of the incubators on which 
flowmeters alone were used to con- 
trol oxygen concentration. These 
tests were to determine the oxy- 
gen concentration at various levels 
in the incubator with different 
rates of. flow as indicated on the 
flowmeter. In all but one type of 
incubator tested, oxygen was in- 
troduced through an opening near 
the bottom and at one end of the 
incubator. In testing incubators 
having adjustable air vents, tests 
were made with vents closed. All 
tests were made using a Beckman 
oxygen analyzer with the tube of 
the analyzer introduced through a 
small hole or through a vent open- 


ing, with the rest of the opening 
taped. 

In incubators into which 100 
per cent oxygen was introduced 
at 2-3 liters per minute without 
a mixing or reducing valve, the 
highest concentration and_ the 
fastest build-up of oxygen, re- 
gardless of the type of incubator, 
was at the bottom and near the 
oxygen inlet of the incubator. 
After 30 minutes, the concentra- 
tion near the inlet was near 40 
per cent; in one hour it exceeded 
50 per cent. At the other end of 
the incubator, or at a higher level, 
the concentration rarely went over 


40 per cent. 


With 4-5 liters of oxygen per 
minute flowing into the incubator 
for 30 minutes, the oxygen con- 
centration at the bottom of most 
incubators tested ranged between 
50 and 70 per cent. However, at 
higher rates of flow there was less 
tendency to layer oxygen and con- 
centrations at different levels of 
the incubator tended to be more 
similar, probably because of bet- 
ter mixing of incubator atmos- 
phere produced by the greater 
speed of flow. 

If the inlet was at the end of the 
incubator near the heating ele- 
ment or at a higher level in the 
incubator, there was less tendency 
to layer oxygen. In an open Hess 
bed with oxygen entering at 2 
liters per minute, the oxygen con- 
centration at the bottom of the bed 
was 42 per cent in 5 minutes. At 
5 liters of oxygen per minute the 
concentration under the same con- 
ditions was 70 per cent. With the 
Hess bed closed and oxygen flowing 
into the incubator at 2 liters per 
minute, the oxygen concentration 
was 85 per cent in 5 minutes. 

In a closed incubator without an 
oxygen mixing or reducing valve, 
it was demonstrated that at any 
rate of flow, the concentration in 
the incubator is directly propor- 
tional to the time given, with the 
highest at the bottom. 

Flowmeters were not tested for 
accuracy during this survey, but 
should be tested with a back pres- 
sure-compensated device. 

In 18 of the 35 hospitals, the rate 
of flow of oxygen through the 
flowmeter was established at 1-3 
liters per minute. In 10 of the 35 
hospitals, the rate of flow of oxy- 
gen was established at 3-4 liters 
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Quip 
REPLENISHER 


Kodak Rapid X-ray Developer and Kodak Rapid 
X-ray Replenisher: Economical powder form. 
Has same characteristics and activity as Kodak 
Liquid X-ray Developer and Replenisher. 


Kodak Liquid X-ray Developer and Replen- 
isher: Developer and replenisher combined 
in one package for convenience in stocking 
and use. Provides maximum film speed (and 
contrast) in Kodak Royal Blue and Kodak 
Blue Brand X-ray Film. 


“MADE TO WORK TOGETHER’ 


Kodak x-ray chemicals are dependable always— 
made to produce uniform results. Use them with Kodak 
x-ray materials, medical and dental. 


oder 
REPLENISHE 


Kodak Dental X-ray Developer: A single- 
solution liquid concentrate for development 
of Kodak dental x-ray films. Can also be 
used as a replenisher. 


Kodak X-ray Fixer: A single-powder fixer 
that dissolves quickly and provides excel- 
lent fixing and hardening properties. Very 


Kodak Liquid X-ray Fixer and Replenisher 
(with Hardener): A liquid concentrate con- 
taining ammonium thiosulfate. Provides very 
rapid fixation and hardening. Has longer- 
than-usual useful life. 


Kodak Dental X-ray Fixer: A single-solution - 
liquid concentrate for the fixation of Kodak 


dental x-ray films. low stain potential 


See illustrated price list, ‘‘Kodak X-ray Materials’’ 
for full details. Phone or write your Kodak x-ray dealer 
about your needs. You can be sure of prompt 

service as well as technical help. 


EASTMAN KODAK COMPANY 
Medical Division Rochester 4, N.Y. 
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per minute. In 7 hospitals there 
was either no established rate of 
flow of oxygen or the personnel 
did not know what it should be. 

In 18 hospitals, 100 per cent oxy- 
gen tanks were kept in the nurs- 
ery; in 15 hospitals, 100 per cent 
oxygen was piped in from tanks 
elsewhere in the hospital or from 
outside. In two hospitals, 100 per 
cent oxygen was manufactured and 
piped into the nursery. In no hos- 
pital was there an already pre- 
pared mixture of 40 per cent oxy- 
gen with other gases being used. 

Mixing or Reducing valves—Mixing 
valves were tested by allowing 
oxygen to flow through the mix- 
ing valve with the flowmeter set 
at different rates of flow. The tube 
of the oxygen analyzer was placed 
at the valve inlet in the incubator. 
If properly set at 40 per cent, the 
mixing valve should deliver not 
more than 40 per cent oxygen to 
the incubator. 

Three 40-100 per cent Gordon 
Armstrong valves were found to 
be set so that at the 40 per cent 
reading they delivered 100 per 
cent and vice versa. One Melco 
40 per cent fixed type valve used 
on an Isolette with a 4-liter oxy- 
gen flow reached 45 per cent oxy- 
gen concentration in 20 mfhutes. 
It was learned that the valve had 
been cleaned and reassembled in- 
correctly. The Isojette incubators, 
even with the float taken out of 
the intake without an additional 
reducing valve, usually delivered 
over 40 per cent at a rate of 3 
liters per minute. Using the Vapo- 
jet as a mixing valve at the No. 
1 opening and below a 5-liter oxy- 
gen flow, the concentration within 
the incubator was 20-35 per cent. 
At a No. 2 opening the concentra- 
tion was 33 to 38 per cent and at 
a No. 3 opening, 37 to 45 per cent. 
At any rate of flow using a mixing 
valve, there was less tendency to 
concentrate oxygen at the bottom 
of the incubator than without a 
mixing valve. Whether or not 
fluid was used in the nebulizer 
bottle made little difference in the 
oxygen concentration delivered. 

However, any Venturi type mix- 
ing valve required an oxygen flow 
of at least 2 liters per minute to 
draw in sufficient air for proper 
mixing. If a smaller flow was used, 
the mixture entering the incubator 
was considerably more than 40 per 
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USE OF OXYGEN ANALYZERS 


Analysis of incubator oxygen should be made at the end of the 
first half hour of each time the oxygen is turned on and, thereafter, 
at least every eight hours in long periods of administration. 

The Beckman analyzer seems very satisfactory for nursery per- 
sonnel because no adjustments are necessary. It is easy to read and 
not likely to get out of order. The battery must be changed periodi- 
cally. When the dehydrating salt has turned from blue to purple it 
should be dried or changed. The suction bulb should be replaced 
when the rubber becomes old or the valve does not function. 

The tube inserted into the incubator should be long enough to 
reach the bottom of the incubator near the baby’s head, where the 
sample should be taken. The analyzer should be kept in the nursery 
and nursing personnel should be instructed in its use. Hospital per- 
sonnel who supervise oxygen therapy apparatus should inspect the 
analyzer once a week. 

There is great variation in hospitals in the humidity desired. In- 
vestigation is suggested to determine whether high humidity without 
oxygen. can sometimes supplant high humidity with oxygen. If nebu- 
lizers ore used and oxygen is not also required, compressed air 
should be used rather than oxygen for nebulization. 

All nursery personnel and physicians having the care of prema- 
tures under their direction should be instructed in the use and dangers 
of oxygen therapy in prematures, construction principles of flow- 
meters, venturi valves, nebulizers, incubators, and oxygen analyzers. 
They should also know how fo use each of these pieces of equip- 
ment in the nursery. Supervisory personnel should be sure that the 
equipment is clean and in good working order. 

Features of three oxygen analyzers, as compared and noted by 
the authors, are as follows: 


Features Beckman Mira OEM 
Accurate when adjusted Yes Fair Fair 
Adjustment necessary for each use No Yes Yes 
Easy to read Yes Yes Yes 
Dehydrating salt visible Yes No No 
Dehydrating salt 
easily replaced or dried Yes No No 
Fragile Yes Yes Yes 
Return to factory 
necessary for repair Yes Yes Yes 
Battery replacement easy No No No 


cent oxygen, and tended to layer at 
the bottom of the incubator. 

Nebulizers—Two-thirds of the in- 
cubators equipped with mixing 
valves also had nebulizers as part 
of the mixing device. Three hos- 
pitals used air compressors to 
obtain high humidity in the incu- 
bator without simultaneous de- 
livery of oxygen into the incu- 
bator. 

Oxygen Analyzers—Oxygen ana- 
lyzers were in use in 32 of the 35 
hospitals. An analyzer was kept in 
the nursery in 28 hospitals. Some 


hospitals had more than one ana- 
lyzer. All analyzers were tested 
with atmosphere, with 100 per 
cent oxygen, and at various oxygen 
concentration levels against the 
Beckman analyzer. 

Types and numbers of analyzers 
Beckman Mira OEM 
14 16 4 

It was found in testing the ana- 
lyzers that 9 of the 14 Beckman 
analyzers were in good working 
condition, 5 of the 16 Mira ana- 
lyzers were in good working con- 
dition and 2 of the 4 OEM analy- 
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zers were in good working 
condition. 


XYGEN WAS given routinely to 

all premature infants in 6 of 
the 35 hospitals. In the other 29 
hospitals, oxygen was given on a 
need basis. Indications usually were 
cyanosis, atelectasis, hyaline mem- 
brane disease, and congenital heart 
disease. 

In 23 of the 35 hospitals, there 
was an attempt to keep the oxy- 
gen concentration under 40 per 
cent, but in 12 hospitals there was 
no definite attempt at percentage 
control. 

In 13 hospitals oxygen had to be 
ordered by a physician-anesthe- 
tist, pediatrician, or house officer. 
In 14 hospitals, nurses initiated 
oxygen therapy, and in 8 hospitals 
it might be either. 

In 4 hospitals there were stand- 
ing written orders covering oxy- 
gen therapy to premature infants. 

Oxygen analysis of incubator 
atmosphere was done every 4 
hours or more frequently in 11 
hospitals, at least every 8 hours 
in 10 hospitals, once daily in one 
hospital, rarely in 4 hospitals, 
never in 7 hospitals, and not known 
by the personnel at the time of 
this survey in 2 hospitals. The 
analysis was done by nursing per- 
sonnel in 23 hospitals and by an 
engineer, therapist or anesthetist 
in 4 hospitals. In one hospital it 


was not known who did the analy- | 


sis. 

A record of the concentration of 
oxygen and the length of time 
oxygen was given was kept by 12 
hospitals. 

The personnel of one hospital 
expressed the belief that with high 
humidity, oxygen need almost 
never be used in the treatment of 
premature infants. High humidity 
by means of a nebulizer attached 
to the mixing or reducing valve 
was used routinely in 10 hospitals 
and frequently in 3 hospitals. 

The ocular fundi were exam- 
ined with a mydriatic in 16 of the 
35 hospitals. In 21 hospitals the 
premature infant was examined 
at least once by an ophthalmolo- 
gist before hospital discharge, and 
in 3 hospitals the examination was 
done by other personnel. In 11 
hospitals the ocular fundi were 
never examined in the hospital. 
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IV-——CONCLUSIONS 


Fw OF THE standard makes of 
incubators is safe for the care 
of a premature infant provided: 

(1) a reliable back-pressure- 
compensated flowmeter is used, 

(2) oxygen flow is kept at 2 to 
3 liters per minute, 

(3) a reliable fixed type of re- 
ducing valve is used and is cleaned 
and checked periodically, 

(4) incubator atmosphere is 
analyzed frequently enough to 
promptly discover defects in the 
mechanical devices employed. 

Criteria for the selection of a 
reducing valve are: 

(a) that the valve be easily at- 
tached to the incubator, 

(b) that the venturi opening be 
nonadjustable, 

(c) that the oxygen delivered 
not exceed 40 per cent regardless 
of the rate of flow, 

(d) that a flowmeter in which 
the gauge is not influenced by at- 
mospheric pressure be attached to 
valve, 

(e) that humidity or tempera- 
ture have no effect upon oxygen 
delivered through the valve, 

(f) that a nebulizing device for 
use when humidity is desired be 
a part of the valve mechanism, 

(g) that the valve be so con- 
structed that it does not get out of 
order easily.* 


Oxygen should not be used rou- 


tinely even for small prematures. 
Small prematures are most sus- 
ceptible to damage from oxygen 
if it is used at less than 40 per 
cent concentration for extended 
periods or more than 40 per cent 
for very short periods. With- 
drawal from oxygen need not be 
gradual. It is best that withdrawal 
not be gradual when it is demon- 
strated that oxygen is no longer 
required to preserve the life of the 
infant. If there are early signs of 
RLF, the infant should not be put 
back in oxygen on this account. 
Oxygen should be used only for 
a definite need and with frequent 
trials without it. 

Written specific orders regard- 
ing oxygen therapy to prematures 
should be posted and enforced in 
every nursery. A special chart for 
oxygen therapy should be placed 
in each premature infant record 

*The Melco 758A, 40 per cent fixed ven- 
turi mixing device with pressure reducing 
valve R5, back pressure-compensated flow- 


meter R7, water bottle and green pressure 
tubing, satisfies the above criteria. 


when oxygen is given. The chart 
should show liter flow per minute, 
the measured concentration of 
oxygen, and the time oxygen flow 
began and ended. 

It has been demonstrated that 
oxygen, even in low concentrations 
and for short periods of time, may 
cause RLF. In using oxygen, other 
factors of general health and 
preservation of life of the child 
should be weighed against the 
chances of RLF. With present 
knowledge of the relationship of 
oxygen administration and RLF, 
there is little justification for the 
administration of this potent agent 
without specific incontrovertible 
indications of anoxia. 

It is true that RLF has occurred 
in either premature or term babies 
without the administration of any 
supplemental oxygen. However, 
physicians and hospital adminis- 
trators should be aware of the pos- 
sible medicolegal significance of 
oxygen therapy. The precautions 
in oxygen administration for pre- 
matures are not necessary for 
term infants. 

Early stages and mild degrees 
of RLF can be missed unless seen 
at the right time. The eyes of all 
prematures should be examined 
at least once before discharge, and 
those under three pounds should 
be examined at least once a month 
until at least three months of age 
because of the greater probability 
of developing the disease. Every 
premature child should be exam- 
ined by an ophthalmologist for 
poor visual acuity or myopia at 
least at the time he enters school. 
It has been the experience at Hart- 
ford Hospital that without a 
mydriatic, the funduscopic exami- 
nation is unsatisfactory and prac- 
tically useless in premature in- 
fants. ad 
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THE QUALITY of surgical 
instruments is. a function 
that most hospital purchasing 
agents are called upon from time 
to time to perform. But because 
a manufacturer’s inventory of in- 
struments is likely to contain 
several thousand items, no one in- 
dividual can possibly know all 
there is to know about each in- 
strument. He can, however, learn 
enough about the more common 
ones to help him judge their 
quality. 

There are a number of simple 
tests for determining whether an 
instrument will perform properly. 
The first test is simply judging 
the appearance. Is the instrument 
symmetrical? Is it well finished? 
A fine finish is much more than 
just “window dressing”. It is a 
good index of the care and quality 
of workmanship that went into 
making the instrument. An in- 
strument that has spent a little 
more time in the manufacturer’s 
polishing department may cost 
more, but it is a better instrument. 

The “feel” of an instrument is 
also important, but it is some- 
thing that cannot be written into 
specifications. During World War 
II, for example, when table silver 
manufacturers were drawn into 
making surgical instruments, they 
were furnished exacting specifi- 
cations covering everything from 
the hardness of steel to be used 
on down to what grinding com- 
pound was to be used in final 
polishing. Many instruments met 
these rigid specifications exactly, 
yet were not satisfactory because 
they didn’t “feel” right. The solu- 
tion was to furnish each manufac- 
turer with a set of master samples 


George M. Wallerich is president of V. 
Mueller and Company, Chicago. 
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then protect it 


by GEORGE M. WALLERICH 


In the concluding section of a two- 
part article on the manufacture, test- 
ing and care of surgical instruments, 
the author discusses various tests that 
can be used in estimating the quality 
of several most-used’ instruments. 
Through proper care and use of sur- 
gical instruments, a hospital cah save 
at least 25 per cent of the amount 
spent for the purchase and repair of 
instruments, the author states. 

In the first half of this article, 
published in the June | issue of this 
Journal, the author explored the ma- 
terials used in making instruments, 
explaining why the purpose of the in- 
strument usually determines its com- 
position and mode of manufacture. 


with which to compare their own 
products. 

Scissors and hemostats are two 
of the most critical instruments 
purchased by a hospital. They are 
critical because they are pur- 
chased in relatively large quantities 
and are used with great frequen- 
cy. They must perform well or 
surgeons will complain; they must 
be maintained properly or they 
will not continue to perform well. 


TESTING SCISSORS 


As mentioned above, the first 
test for judging the quality of any 
instrument, scissors in this case, 
is its appearance—its symmetry 
and finish. 

The second test, for “feel’’, is 
fairly easy to make on scissors. It 
doesn’t take a great deal of ex- 
perience to tell whether a pair of 
scissors operates smoothly and has 
about the same amount of tension 
and pressure all along the blades. 

Another test on scissors can be 
performed with a piece of gauze. 
Without placing his fingers inside 
the ring—without exerting any 
lateral pressure—the tester at- 


SELECTION AND CARE OF SURGICAL INSTRUMENTS 


part 2: Look for the best quality, 


tempts to cut the gauze by simply 
pressing straight down. Properly 
set scissors will cut smoothly 
without pulling out any loose 
threads. If the scissors pull threads 
or pinch the gauze, they are not 
set properly. 

Another test for proper tension: 
Hold the scissors horizontally and 
open the blades by lifting the top 
ring. If the blades close when the 
ring is released, the screw is too 
loose. These scissors will not cut 
properly, and are sure to draw 
complaints from surgeons. 

For hemostats, too, there are 
some simple but nevertheless re- 
vealing tests. Again, appearance is 
important. Symmetry and quality 
of finish mean just as much in 
judging a hemostat as in judging 
scissors. Are the jaws the same 
size and same length? Are there 
any sharp edges that might cut a 
surgeon’s glove or snag a suture? 

A simple test to see whether a 
hemostat will function properly is 
to clamp it down to the last ratchet 
on a piece of waxed paper. If the 
hemostat is properly set, a pattern 
much like the top drawing in fig- 
ure 1 (p. 66) will be produced on 
the paper. If the jaws are not 
properly set, a pattern similar to 
the bottom drawing in figure 1 
may appear. 


LIGHT TEST FOR HEMOSTAT 


When a hemostat with the jaws 
closed is held-up to a light, there 
should be no light leaking through 
at any point along the closed jaws. 
The edges of the serrations must 
be beveled, or else the hemostat 
may act as a shear if it is twisted 
while closed upon a blood vessel. 

Another test carried out all too 
frequently on a hemostat con- 
sists of closing the instrument to 
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WAX PAPER TEST FOR PROPER MESH 
OF SERRATION IN HEMOSTAT JAW 


Impressions look like these: 


RIGHT 
(Serrations mesh through entire length of jaw) 


WRONG 


the last rachet and throwing it to 
the floor. This test could hardly be 
significant. An instrument made to 
seal off a blood vessel cannot be 
tested by subjecting it to such 
rough treatment. A more reasona- 
ble test would be to close the 
hemostat to the first rachet and 
tap it lightly on the surface of a 
table. But even then, a hemostat 
might hold in this test and still 
fail to hold a blood vessel. The 
ultimate test, of course, is how it 
performs in surgery. 

After surgical instruments that 
have been chosen as the best are 
received at the hospital and placed 
in use, another highly important 
factor comes into play: in addi- 
tion to receiving the careful han- 
dling and care appropriate for a 
delicate piece of precision work- 
manship, a _ surgical . instrument 
should be used only for the pur- 
pose for which it was made. If this 
rule were followed by every sur- 
geon, every operating room atten- 
dant, and by all others having 
occasion to handle surgical in- 
struments, the hospital could save 
at least 25 per cent of the amount 
spent for the purchase and repair 
of instruments. 


SCISSORS APPEAR IDENTICAL 


For example, iris scissors (very 
fine scissors used in eye surgery) 
and cuticle scissors are likely to 
appear identical to most observers 
—even to many nurses. This is not 
surprising, as the two scissors may 
be made from the same forgings 
and are indeed very similar in 
shape. On closer inspection, how- 
ever, it will be found that the 
angles of the cutting edges of the 
two scissors are quite different, 
making one suitable for one specific 
purpose and the other for quite an- 
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other. In other words, iris scissors 
cannot be used for cuticle work 
without ruining the edge for its 
original purpose. Inexpensive cuti- 
cle scissors or nail clippers should 
be supplied for the use of surgeons 
in scrub-up. 

Mayo dissecting scissors, made 
for cutting soft tissue and soft tis- 
sue only, have rounded points and 
rounded edges. If these scissors 
are used for cutting catgut or silk 
sutures or, even worse, string, 
they are no longer useful as dis- 
secting scissors. When this hap- 
pens, central: supply may start 
using them for opening packages 
—an extreme example, perhaps, 
but it does happen. 

Similarly, when cataract knives 
have become too dull for use by 
ophthalmologists they may be 
handed on to the outpatient.,or 
other department, where they are 
used for a variety of purposes. 

Finally, when these knives and 
scissors, carefully designed and 
made for a specific use, have be- 
come unsuitable for any use at 
all, they are sent out for repair. 


EXPENSE NEEDLESSLY INCREASED 


This unfortunate train of events 
adds needless dollars to the hos- 
pital’s instrument costs. If an in- 
strument is repaired as soon as it 
becomes apparent that it is un- 
suitable for the purpose for which 
it was designed, it should be sent 
immediately for sharpening or re- 
pair. 

If scissors, for example, are sent 
for repair at this time, the repair- 
man has only to touch up the edge 
or make a minor adjustment. But 
after scissors have been carelessly 
treated, it may be necessary to re- 
grind the entire instrument, make 
a new screw, or even rechrome it 
if that was the original finish. 

A word about choosing compe- 
tent repairmen. It is true that 
there are itinerant instrument re- 
pairmen who will come to the 
hospital with a grinding wheel 
and charge only 50 cents or so 
per pair for sharpening scissors, 
while a reputable repair facility 
will charge perhaps $2 for what 
appears to be the same _ job. 
Grinding the edges, however, is 
only part of the proper repairing 
of scissors. A thorough job also 
includes setting the edges and 
blades, an especially painstaking 


task in the case of curved scissors, 
which are not only curved but 
twisted slightly to maintain even 
tension over the entire length of 
the blades. The cutting edge must 
be maintained at the exact origi- 
nal angle, or the scissors no longer 
cut as they should. 


SOME DAMAGE INVISIBLE 


Some instruments can be dam- 
aged invisibly by abuse. A stain- 
less steel hemostat, for example, 
should last 20 years if it is used 
only for closing off a blood vessel. 
But when it is used to pick up 
another hemostat or a bone screw 
or a sponge, or for clamping off a 
piece of rubber tubing, damaging 
stresses are set up in the steel. 
These stresses have invisible ef- 
fects on the highly tempered 
metal, building up into “metal 
fatigue” and premature breakage. 
An expensive hemostat should not 
be used for any purpose other 
than closing off a blood vessel— 
least of all for clamping off rub- 
ber tubing, for which any 25-cent 
tubing clamp will suffice. 

There are other, more subtle 
ways of mistreating instruments. 
If fine scissors are left lying on 
a table or in an instrument roll, 
it will collect dust. If used in that 
condition, the scissors will be 
dulled in a very short time. Dust 
that collects along the cutting 
edges acts as an abrasive that 
dulls the edges quickly. 

The question is often asked 
whether instruments should be 
oiled. This is a controversy that 
to the writer’s knowledge has 
never been satisfactorily resolved. 
There are sound mechanical rea- 
sons for oiling them but there are 
equally sound antiseptic reasons 
for not doing so. Dr. Carl Walter, 
an authority on antisepsis, believes 
instruments should not be oiled 
because bacteria may be trapped 
in the oil and protected from live 
steam during autoclaving. Thus the 
instrument theoretically would not 
be sterile. 

On the mechanical side, when 
two hard and rough metal sur- 
faces rub together, a lubricant is 
highly desirable. Some delicate 
instruments with many moving 
parts—bronchoscopic forceps, for 
example—must be oiled. Also, if 
an instrument that has many deli- 
cate moving parts is used infre- 
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quently or stored for future use, 
oiling is again desirable. 


SILICONE COMPOUNDS USED 


The newer silicone compounds 
have been used for protecting in- 
strument. Silicone oil has the pe- 
culiar characteristic of being al- 
most impossible to remove: even 
naptha or ether has no effect. To the 
author’s knowledge, it has not been 
determined whether bacteria may 
be trapped under a silicone film, 
but it is being used to protect cer- 
tain instruments that, because 
they must take and hold extreme- 
ly fine cutting edges, are generally 
made of carbon steel instead of 
stainless steel. 

For example, it is possible to 
make cataract knives from stain- 
less steel, but they do not stand 
up as well as those made of car- 
bon steel. Because of the way they 
are used, these knives are not plat- 
ed, hence they rust easily. Some 
ophthalmologist use silicone com- 
pounds toe protect these knives, 
although a more common practice 
has been simply to dip them in 
petroleum jelly. 

Concern is often expressed over 
the staining of “stainless steel” 
instruments. “Stainless steel” ac- 
tually is a misnomer—there is no 
such thing as completely stain- 
proof steel. Stainless steel will not 
rust because it is highly corrosion 
resistant, but certain acids and 
alkalies have a definitely corro- 
sive effect on this metal. 

Improperly rinsed wrappings 
used in preparing instrument 
packs frequently is a contributing 
factor in the staining of instru- 
ments. Laundry bleach remaining 
in the wrappings precipitates onto 
the instruments during autoclav- 
ing and produces a stain. Depend- 
ing upon the pH and grain solids 
content of the water, the stain may 
range from a powdery deposit that 
can be wiped off to a dark stain 
that penetrates the metal and is 
removable only by polishing the 
surface of the metal. Stain actually 
is important only from an appear- 
ance standpoint; the presence of 
stain does not make the instrument 
unsterile, just less pleasing to the 
eye. 

SUMMARY 

To summarize this discussion: 


1. Surgical instruments should be 
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chosen and inspected with utmost 
care. There can be no compromise 
with quality in selecting this most 
critical of hospital supplies. The 
reputation and integrity of the 
source is of primary importance. 

2. Instruments should be used 
only for the purpose for which 
they are intended. 

3. When they no longer fulfill 
their original function, instru- 
ments should be repaired immedi- 
ately, not used for some less de- 
manding purpose. 

4. Instruments will perform 
their original functions longer if 
they are treated with the extreme 
care appropriate for any delicately 
preportioned, precision-made (and 
expensive) tool. 


QUESTIONS AND ANSWERS ON 
INSTRUMENTS 


@. What is the proper method 
for measuring the length of scis- 
sors and hemostats? 

A. Both of these instruments are 
measured over-all, from the bot- 
tom of the handle to the tip. No 
attempt is made to measure 
around the curve of curved scis- 
sors. Because scissors are hand- 
finished, a slight deviation (one- 
eighth of an inch or so on a six and 
three-quarters-inch scissors) 
should be allowed from the stand- 
ard specification. 

@. Why are there so many dif- 
ferent sizes of forceps? At our 
hospital we stock many instru- 
ments in half-inch sizes all the 
way down the line. Sometimes if 
we are not able to supply a five 
and one-half-inch instrument, for 
example, we send a six-inch size 
and the surgeon apparently doesn’t 
notice the difference. 

A. It is true that in some for- 
ceps there are far too many sizes, 
but even so, there aren’t as many 
as there used to be. There has been 
some standardization, but not 
enough. The same applies to scis- 
sors. They are made with two 
sharp points, two blunt points, or 
with one blunt point and one 
sharp point. 

Each item comes in many dif- 
ferent sizes, adding to the manu- 
facturer’s costs and the hospital’s 
handling and maintenance prob- 
lems. Unquestionably, the number 
of sizes of scissors could and should 
be cut. 


Q@. Why is there likely to be 
variance in the amount of friction 
in the locks of forceps? 

A. This is a difficult question 
to answer because there are a num- 
ber of factors that come into play. 
During the machine polishing of 
these instruments, small quanti- 
ties of the waxy abrasive com- 
pound used in polishing is driven 
into the rivet of the box lock. 

Despite the best efforts of the 
manufacturer to remove this resi- 
due, small amounts inevitably re- 
main. Friction in the lock is set 
correctly at the factory, but after 
the instrument is boiled several 
times, it may get looser or perhaps 
tighter. 

If the locks gets looser, there is 
no problem, unless a hospital tech- 
nician tries to tighten it by ham- 
mering it with a steel hammer 
against a hard base. Striking the 
instrument in this manner sets up 
stresses in the metal that even- 
tually will cause it to break. An 
instrument maker would use a 
brass hammer and a lead block 
to tighten the lock. 

For loosening the locks, some 
instrument repairmen use a com- 
bination of kerosene and emery 
powder. Oddly enough, if the in- 
strument is not extremely tight, 
cigarette ashes and water often 
can be used to loosen it. 

Q@. Why isn’t aluminum, a non- 
rusting metal, used more widely 
in instrument making? 

A. Aluminum is used in making 
mallets, where its nonresilience is 
important, and for splints, where 
its lightness of weight is an ob- 
vious advantage. The fact that al- 
uminum oxidizes rather easily 
limits the use of this metal for 
surgical instruments. 

@. On carbon steel chrome-plat- 
ed scissors, why aren’t the cutting 
edges plated so that they will 
not rust? 

A. After carbon steel scissors 
have been chrome plated, the plat- 
ing on the cutting edges is ground 
off, for a very good reason. Chrome 
is extremely hard, and under the 
microscope has a flaky appearance. 
On the cutting edges of scissors it 
would act as an abrasive, quickly 
dulling the edges. Rust on the car- 
bon steel edges also dulls them. 
For this reason, stainless steel is 
particularly suitable for making 
scissors. Ld 
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Cutlery grinder (12C-1) 
Manufacturer's description: This space- 


Saving grinder simply plugs in to 
operate. This ease of operation 
plus light weight makes it easy to 
use to grind everything from a 
paring knife to a splitter. Knives 
cannot be burned because of the 
25-inch cooling belt. The unit is 
11% in. deep, 12% in. long and 
13 in. high. It weighs 34 lbs., and 


has a % h.p., 110 volt a.c. motor. 
It is guaranteed for one year. In- 
ternational Edge Tool Co., Dept. 
H, 451 Fifteenth Ave., Newark 3, 
N.J. 


China drinking fountains (12C-2) 
Manvfacturer’s description: Nonsquirt- 


and sufjhly review 


ing bubblers are of compact de- 
sign, stand well above the foun- 
tain rims and are placed at the 
left for more convenient use. A 
metal guard protects against mouth 
contact. Uniform flow under vary- 
ing pressure is maintained by a 
volume regulator. Fittings are of 
chrome-plated brass. The new 
fountains are available in white 
and colors. All models have an 
easily removable access plate to 
reach the fittings underneath or 
to permit packing with insulation 
to prevent condensation. Kohler 
Co., Dept. H, Kohler, Wis. 


Metal furniture (12C-3) 
Manufacturer's description: New institu- 


tional line of metal furniture com- 
bines a selection of lounge furni- 
ture including davenports, arm 


> If you wish to have your name sent direct to the manufacturers of products 
and distributors of literature described in this review, check the appropriate 
items on this coupon, sign your name and address, clip and mail to the Edi- 
torial Department of HOSPITALS, J.A.H.A., 18 E. Division St., Chicago 10, Ill. 


PRODUCT NEWS 
Steam kettle unit (12C-8) 


Cutlery grinder (12C-1) 

China drinking fountains (12C-2) 
__—Metal furniture (12C-3) 
_____Push-button electric hospital bed 
(12C-4) 

Vacuum-cooled generator (12C-5) 
____Infant urine collector (12C-6) 
__——Portion control packets (12C-7) 


PRODUCT LITERATURE 


Gross specimen photography (12CL-1) 


synthetic suture (12CL-2) supplies catalogue 


_____Steel equipment (12CL-3) 
Carpeting reference (12CL-4) 
Laboratory balances (12CL-5) 


NAME and TITLE 


Engraving machine (12C-9) 


and flatware saver 


__._.... Orthopedic padding (12C-11) 
cushion (12C-12) 
Plastic tote box (12C-13) 


(12C-10) 


Curtain wal! systems (12CL-6) 


(12CL-7) 
Fats and oils in the diet (12CL-8) 


HOSPITAL. 


ADDRESS 


(Please type or print in pencil) 
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New product descriptions in- 
cluded in this section are con- 
densed from reports furnished 
by manufacturers and distrtbu- 
tors. Descriptions are included 
here for informational pur- 
poses and such inclusion does 
not constitute endorsement by 
the American Hospital Asso- 
ciation. 


chairs, ottomans and double seat 
benches and sectionals with a col- 
lection of occasional tables, desks, 
dining and conference tables and 
chairs. Upholstered pieces are of- 
fered in a wide selection of plastic 
covers as well as in a new stain- 
repellant woolen fabric. Chair 
frames and table legs, constructed 
of tubular steel, are finished in a 
newly developed electroplated 
bronze finish or in black. The 
Howell Company, Division of 
Acme Steel Co., Dept. H, St. 
Charles, Ill. 


Push-button electric hospital bed 


(12C-4) 
Manufacturer's description: Electric bed 


has eight distinct motorizing ac- 
tions, Simplified steel construction 
permits easy access to a housing 
that contains the entire electrical 
mechanism. With the push-button 
patient control, the bed can be 
raised to 36% in. and lowered to 
21% in. Easy-to-clean three-piece 
mattress panels eliminate the need 
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The members of the board are mighty 
impressed. Never realized so much could be 
accomplished with the right figures. Yet now, 
with the facts before them, they agree with 
the administrator. A bottleneck is developing 
in X-ray. 

How was this brought to light? With the 
fast, accurate, complete reports furnished by 
McBee Keysort punched-card controls. Like 
modern industrial management, which must 
constantly relate departmental manufacturing 
cost to its product mix, this administrator can 
now relate special service department costs to 
the patient mix. Thus he can keep close watch 
on the variance of actual to forecast ... can 
more realistically evaluate the need for equip- 


, “With figures like these...we can anticipate X-ray’s needs! 


ment and personnel . . . develop more accu- 
rate costs . . . determine the adequacy of the 
rate structure. 

The creation, processing and analysis of 
Keysort Requisition-Charge Tickets and 
Patient-Day Statistical Cards are today 
speeded by the new, designed-for-hospitals 
Keysort Data Punch, which simultaneously 
imprints and code-punches these records. These 
unique tools will help you achieve the proper 
recording and analysis of statistics that fore- 
tell future needs and enable you to render maxi- 
mum patient care at minimum cost. 

The nearby Royal McBee man can show 
you how it’s done. Why not phone him, or 
write us? 


MCBEE KEYSORT. 


BETTER PATIENT CARE THROUGH ADMINISTRATIVE CONTROLS 


ROVAL MCBEE Corporation tre in principal 
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for bed boards; side rails store 
under mattress panels; and a hand 
controlled motorized foot panel 
easily achieves the Trendelenburg 
position. American Metal Products 
Co., Dept. H, 5959 Linsdale, De- 
troit 4, Mich. 


Vacuum-cooled generator 


(12C-5) 
Manufacturer's description: A new 3000- 


watt air-cooled diesel electric gen- 
erating plant features a new, 
highly efficient vacuum cooling 
system employing a powerful cen- 
trifugal blower that pulls cooling 
air through the generator and over 
the heated engine parts. Heated 


air is then expelled through a duct 
to the outside. This unusual cooling 
feature enables the new plant to 
be installed in completely enclosed 
compartments, in a space just 
slightly larger than the unit and 
its accessories, with allowances for 
an air-intake and exhaust outlet. 
The unit automatically ventilates 
the compartment or room where 
it is installed. An efficient muffler 
assures quiet, smooth-running per- 
formance. D. W. Onan & Sons, Inc. 
Dept. H, 2515 University Avenue, 
N.E., Minneapolis 14, Minn. 


Infant urine collector (12C-6) 
Manufacturer's description: Urine collec- 


tor is a polyethylene bag, ready 
for use by merely removing cover 
from pressure-sensitive tape and 


affixing to infant. This bag operates 
efficiently on both males and fe- 
males for the collection of body 
fluids or sterile specimens. When 
filled and removed, the top of the 
bag can be folded over and becomes 
self-sealing, providing a leakproof 
container, Sterilon Corporation, 
Dept. H, 500 Northland Ave., Buf- 
falo, N.Y. 


Portion control packets (12C-7) 
Manvfacturer's description: An expanded 
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line of portion control packets for 
the institutional market, including 


ketchup, mustard, cheese, apple 
and grape jelly and three meal 
service kits are now available. The 
%-oz. ketchup packet is U.S. fancy 
grade; the mustard packet weighs 


ANOTHER LIFE SAVED 
WITH A QUICK 


BLOOD TRANSFUSION 
UNDER PRESSURE. 


| 


( ves, JUST BY SQUEEZING | 
THE DRIP CHAMBER, 
YOU CAN switcH 

FROM GRAVITY FLOW 
CONVERSION FOR Ne To Pressure IN A 


SECONDS. 


THIS DIAGRAM OF THE R4G THE Story- 

THE BALL FLOAT SAFETY VALVE «es 

(T IMPOSSIBLE TO PUMP AIR WHEN YOU 

switcH TO PRESSURE. . 
CHAMBER AND GLOOD FILTER ARE 


A SINGLE, COMPACT UNIT. 


» AND THE DRIP. 


BAXTER LABORATORIES, INC. 


Morton Grove, Illinois 
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44-0z. and is salad grade; the 
cheese packet contains 5 grams of 
grated Parmesan cheese, and the 
4%4-0z. packets of jelly are pure— 
without any preservative added. 
Diamond Crystal Salt Company, 
Dept. H, St. Clair, Mich. 


Steam kettle unit (12C-8) 
Manufacturer's description: Steam supply 


for these kettles is furnished by a 


gas or electric-fired ASME-ap- 
proved boiler mounted within the 
cabinet. Capacities of the kettles 


are standard 10-qt. and 20-qt., 


with other variations on request. 
Boiler is completely automatic and 
is equipped with a ASME-approved 
safety valve. Temperature control 
is maintained by a thermostat with 
a range from 50° to 250°F. Each 
kettle has an individual steam 
valve for dual or single operation 
and a three-position tilting mech- 
anism which locks for greater 
safety. B. H. Hubbert & Son, Inc., 
Dept. H, 1311 S. Ponca St., Balti- 
more, Md. 


Engraving machine (12C-9) 

Manufacturer's description: This portable, 
tracer-guided engraving machine 
makes signs quickly on the prem- 
ises. It can be operated without 


specialized skill or training. Door 
and desk plates, directional signs 
and maintenance instruction plates 
are among types of signs commonly 
made. In addition, the machine is 
used to make badges for hospital 
personnel and to engrave identify- 
ing markings directly on surgical 
instruments. The unit engraves 
plastic, wood, or metal. Hermes 
Engraving Machine Corp., Dept. H, 
13-19 Waverly Place, New York 


Silverware and flatware saver 


(12C-10) 
Manufacturer's description: Designed to 


stop silverware and flatware loss, 
this scrap block ring has six 
powerful magnets imbedded into 
it. A grease-resistant compound in 
the unit will not leave black marks 
on dishes. Units come in a design 


— 


-.- AND HAVE'NT | HEARD SOMETHING 
AGOUT THE AMAZING RECORD OF 


THE R 4B ser 


EASIEST TO USE 

EMERGENCY PRESSURE 
INSTANTLY AVAILABLE 
JUST BY SQUEEZING — 


SURE HAVE ! 


MAKIMUM FILTERING IT’S PROVED (ITSELF 
AREA — NO DANGER OF iN MORE THAN 7 
TWO MILLION 
TRANSFUSIONS / 
pioneering parenterals for a quarter century af 
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similar to a rubber scrap block 
complete with special cover and 
in a flush design. Louis P. Batson 
Co., Dept. H, P. O. Box 772, Green- 
ville, S.C. 


Orthopedic padding (12C-11) 

Manvfacturer’s description: This polyu- 
rethane foam orthopedic bandage 
is an inert synthetic. It is odorless, 
nontoxic, nonallergenic and x-ray 
permeable. It is soft and perpetu- 
ally elastic, self-ventilating and is 
unaffected by bacteria and all 
liquids except strong alkalis and 


acids. It can be used as cast pad- 
ding, pressure dressing, appliance 


Completely automatic, this 100-kw 
Allis-Chalmers engine generator set 
provides stand-by power for ele- 
vators, emergency fire pump, operating 
room lights, fans — as well as 
emergency circuits and lights through- 
out the hospital. 


St. Elizabeth’s Hospital installs 
completely automatic emergency protection 


Outside power failures don’t disrupt vital services at St. Elizabeth’s Hos- 
pital in Brighton, Mass. An Aliis-Chalmers Sure-Power engine generator 
set instantly picks up the load . . . automatically ... carries it until outside 
power is restored. 

There are Allis-Chalmers generating sets to fit your requirements—from 
5 to 300 kw; 50 or 60-cycle; standard voltages; available with gasoline, die- 
sel, natural or LP gas fuel. All three major components — engine, generator 
and control — are designed, built, and warranted by an established leader 
in the engine and electrical industry. 

Call your Allis-Chalmers engine dealer for a complete 
survey and recommendations. No obligation, of course. 
Let him supervise installation and provide periodic serv- 
icing, too. Reach for the phone — or write for illustrated 
bulletin “Life-saving POWER.” it 


life Caving 


ALLIS-CHALMERS, ENGINE -MATERIAL HANDLING DIVISION, MILWAUKEE 1, WIS. 
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padding, table padding, and in 
x-ray positioning. It is supplied in 
standard bandage widths, two 
yards long. Medical Fabrics Co., 
Inc., Dept. H, 10 Mill St., Paterson 
1, N.J. 


Inflatable cushion (12C-12) 

Manufacturer's description: Easily in- 
flated cushion has a push-pull valve 
and is guaranteed to hold air under 
pressure. It will not crack or peel, 
is unaffected by oils or alcohol and 
has no objectionable odor. The cir- 
cular construction yields to shift 


of body weight, and it fits any pa- 


tient regardless of size or weight. 
Partially inflated, the oval cushion 
provides comfortable elevation and 
support for limbs, giving the pa- 
tient complete relaxation. Its 
weight is 4% ounces and it comes 
complete with airtight waterproof 
case. The Art Neth Company, Dept. 
H, 400 Deming Place, Chicago 14, 
Ill. 


Plastic tote box (12C-13) 
Manufacturer's description: This dish-car- 


rying tote box sells for half the 
price of similar metal units, has 
one-third the weight, and intro- 
duces the important element of 
quietness. Decibel tests show that 
the high density polyethylene tote 
box will sharply reduce the clatter 
of dishes. Bloomfield Industries, 
Dept. H, 4546 W. 47th Street, Chi- 
cago, Ill. 


HOSPITALS, J.A.H.A. 


| 
= 
t 
= 
t Be 
q “a 


SEE COUPON, PAGE 68 


Gross specimen photography (12CL- 
1)—A new booklet which describes 
special requirements for photog- 
raphy of gross specimens is avail- 
able from Kodak dealers at a cost 
of 75 cents. Title of the 24-page, 
full-color booklet is “The Photog- 
raphy of Gross Specimens.” East- 
man Kodak Co., Rochester 4, N.Y. 


Polyfilament synthetic suture (12CL- 
2)—Eight-page booklet describing 
a polyfilament synthetic surgical 
suture which is neither braided nor 
twisted. Retail price list is included. 
Dr. S. Jackson, Dept. H, 4713 Colo- 
rado Avenue, N.W., Washington 11, 
D.C. 


Steel equipment (12CL-3)—This 48- 
page book analyzes all types of 
steel shelving, drawers, lockers, 
etc. Ask for steel equipment 
manual No. 485. Equipto, Dept. H, 
Aurora, Ill. 


Carpeting reference (12CL-4)—Six- 
teen-page illustrated booklet which 
deals with the major factors that 
should be considered when pur- 
chasing carpeting. Results of com- 
parative tests for wear, texture 


retention and crush recovery, along . 


with data on cleanability and other 
important carpet characteristics, 
are reported. Nylon Division, Dept. 
H, Industrial Rayon Corp., 500 Fifth 
Ave., New York 36, N.Y. 


Laboratory balances (12CL-5)—A 
four-page brochure describing 
three new laboratory balances for 
rapid, accurate weighing of small 
animals, animal tissues, chemicals 
and animal diets. Request Form 
No, 3270. The Exact Weight Scale 
Co., Dept. H, 538 East Town St., 
Columbus 15, Ohio. 


Curtain wall systems (12CL-6)— 
Catalogue SCW-580 is a 16-page 
brochure describing curtain wall 
systems developed in cooperation 
with leading architects. The cata- 
logue gives general and specific 
design data for the two main types 
of curtain wall systems. Construc- 
tion details, typical elevations, sills, 
etc., are included. Michael Flynn 
Mfg. Co., Dept. H, 700 East God- 
frey St., Philadelphia 24, Pa. 
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Duplicating supplies catalogue (12CL- 
7)—Latest advances in offset du- 
plicating supplies are described in 
Catalogue No. 22. The 48-page 
catalogue is divided into four sec- 
tions: Copy preparation aids, plate- 
making supplies and chemicals, 
bindery aids, and press accessories. 
Michael Lith, Inc., Dept. H, 143 
W. 45th St., New York 36, N.Y. 


Fats and oils in the diet (12CL-8)— 
This eight-page booklet, “Facts 
and Theories About Fats and Oils 
in the Diet,” has been prepared 
for distribution to professional 
personnel. The booklet covers such 
subjects as the functions of fat in 
the human body, causes of heart 
disease and artherosclerosis, dif- 
ferent kinds of fat, and the ad- 
visability of making diet changes 
to avoid coronary disease. Wesson 
Oil People, Dept. H, P.O. Box 1327, 
New Orleans 10, La. 


Gently warm, 
tenderly soft- 
with strength 


no other 


Perfect for warm-weather cover 
...for post-operative care...and as 
an ether blanket. Closely woven, 


softly napped, finished with firm, 


whipped edges. 


“NAPLITE” 
BLANKET 


Bates ‘‘Naplite’” blanket is machine washable at any temperature. 
Will not become “boardy”—even with repeated laundering, heavy wear 


—natural unbleached White. 


Made only by Bates, in vat dyed Hospital Green. Sizes 68 x 90, 68 x 
99, 68 x 108. Call your nearest Bates distributor or write: 


BATES FABRICS, INC., 112 WEST 34TH STREET, NEW YORK 1, N. Y. 
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hersennel changes 


@ John Beyer has been appointed as- 
sistant administrator of Presbyte- 
rian Hospital Center, Albuquerque, 
N. Mex. He had formerly been con- 
nected with Albuquerque hospitals. 
Mr Beyer is a graduate of the 
Northwestern University program 
in hospital administration. 


@ Robert £. Cundiff has been ap- 
pointed administrator of Tri-City 
Hospital, Leaksville, N.C. Mr. 
Cundiff was formerly administra- 
tor of South Boston (Va.) Hospi- 
tal. He succeeds Fred F. Ellison who 
has been appointed administrator 
of Oconee Memorial Hospital, 
Seneca, S.C. Mr. Ellison succeeds 
Milton C. Snipes, who has been ap- 
pointed administrator of Chester- 
field County Hospital, Cheraw, S.C. 


@vV. W. Fittie has been appointed 
administrator of Riverside Hos- 
pital, Jacksonville, Fla., and bus- 
iness manager of the Riverside 
Clinic. He was formerly with 
Barnes Hospital, St. Louis. Mr. 
Fittje is a graduate of the Wash- 
ington University program in hos- 
pital administration. 


@ E. Grey Gooby has been appointed 
assistant director of the General 
Hospital of St. Luke’s Hospital, 
New York City. He was formerly 
administrative assistant at Penn- 
sylvania Hospital, Philadelphia. 


Mr. Gooby is a graduate of the 
Columbia University program in 
hospital administration. 


MR. GOOBY MR. HARRISON 


@ John A. Harrison has been ap- 
pointed administrator of Lynn 
(Mass.) Hospital, suceeding Dan 
Traner, who is retiring after 20 
years as administrator. Mr. Harri- 
son was formerly assistant admin- 
istrator of Truesdale Hospital, Fall 
River, Mass. He is a graduate of the 
Columbia University program in 
hospital administration. 


@ Ulta B. Hatfield has been appointed 
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administrator of Elmore Me- 
morial Hospital, Mountain Home, 
Idaho. Mrs. Hatfield was formerly 
bookkeeper and office manager at 
the hospital. 


@ Maudie Horne has been appointed 
assistant director of the Inter- 
mountain Unit of Shriners Hospi- 
tal for Crippled Children, Salt 
Lake City, Utah. She was director 
of nurses at the Public Health 
Service Hospital, Tacoma, Wash., 
before becoming associated with 
Shriners Hospital. Mrs. Horne is 
a graduate of the Northwestern 
University program in hospital ad- 
ministration. 


@ Dr. Alfred C. LaBoccetta has been 
appointed acting executive director 
of Philadelphia General Hospital, 
succeeding Dr. F. Lloyd Mussells (Hos - 
PITALS, J.A.H.A., March 16, 1958). 
Dr. LaBoccetta was formerly 
medical director of the hospital’s 
Northern Division. 


@ Elaine Levy has been appointed 
superintendent of Fort Morgan 
(Colo.) Community Hospital. She 
was formerly employed at the hos- 
pital and in private practice. 


@ Dr. Harold J. Madsen has been ap- 
pointed manager of the Veterans 
Administration Hospital at Fort 
Lyon, Colo. Dr. Madsen, formerly 
director of professional services at 
the VA Hospital, Downey, I1l., suc- 
ceeds Dr. Howard P. Morgan, who re- 
tired recently. 


@ Cyril F. Matheson has been ap- 
pointed administrator of Children’s 
Hospital, Halifax, Nova Scotia, suc- 
ceeding Frank Silversides. Mr. Mathe- 
son was formerly administrator of 
Colchester County Hospital, Truro, 
N.S. 


@ Helen A. McCann has been ap- 
pointed administrator of Shelton 
(Wash.) General Hospital. Mrs. 
McCann, a graduate nurse, has 
held supervisory positions in hos- 
pitals and clinics in California, 
Oregon, and Washington. 


@ Floyd Miller Jr. has been appointed 
administrator of Belle Glade (Fla.) 
Memorial Hospital, succeeding 
Donald D. Parke. Mr. Miller formerly 
worked for x-ray equipment man- 
ufacturers. 

John £. Zimmerman has been ap- 


pointed assistant administrator of 
the hospital. 


© William T. Payne Jr. has been ap- 
pointed. assistant administrator of 
Warren Hospital, Phillipsburg, 
N. J. He was formerly administra- 
tive assistant at Geisinger Memo- 
rial Hospital and Foss Clinic, Dan- 
ville, Pa. Mr. Payne is a graduate 
of the Yale University program in 
hospital administration. 


@ Joseph T. Prekup has been ap- 
pointed administrator of McLean 
Hospital, Waverley, Mass. He was 
formerly assistant director of the 
hospital. 


@ Charles L. Showalter has been ap- 
pointed administrator of Memorial 
Hospital, Charleston, W.Va. He 
was formerly assistant adminis- 
trator of Toledo (Ohio) Hospital. 
Mr. Showalter is a graduate of the 
Northwestern University program 
in hospital administration. 


MR. SPRAGUE 


MR. SHOWALTER 


@ Wesley D. Sprague has been ap- 
pointed associate director of New 
England Deaconess Hospital, Bos- 
ton. He was formerly administra- 
tor of Brockton (Mass.) Hospital. 


@ James A. Skoahan has been ap- 
pointed administrator of McCune- 
Brooks Hospital, Carthage, Mo., 
succeeding George E. Masters. 


@ William H. Thrasher has been ap- 
pointed administrator, effective 
Aug. 1, of a proposed hospital to 
be constructed in DeKalb Coun- 
ty, Ga. He is administrator of 
Athens (Ga.) General Hospital. 
Mr. Thrasher is a graduate of the 
University of Minnesota program 
in hospital administration. 


Deaths 


@ Sister M. Tryphosa Sander died May 
26. She was administrator of St. 
Joseph’s Hospital for Chest Dis- 
eases, The Bronx, N.Y. 
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Ident-A-Band 


That's why it’s the best on-patient identifica- 
tion in use today — acclaimed by thousands 
of Hospital Administrators in the United 
States and Canada — and approved by the 
millions of patients who have worn Ident-A- 
Band on-the-wrist identification. 


Because it won't stretch and can’t break 


Ident-A-Band is made of special nonallergenic 
Vinylite, reinforced with DuPont Mylar for 
strength. Yet it’s skin-soft, light weight and com- 
tortable. Won't scratch or otherwise bother the 
patient. You measure the wrist with the band itself 
so that it won't be too tught tor comfort nor too 
loose for security — “a custom fit!” Actually, even 
the tiny newborn wrist, which requires a snug fit, 
is no particular problem. And it’s so quick and 
easy to apply. Waterproof, resists soiling and eco- 
nomical too. Ident-A-Band makes your Staff more 
efhcient and gives your patients that important 
teeling of security. 


PEDIATRIC 


Because it’s sealed permanently 


The special seal used by Hollister protects the patient 
against the hazards of misidentification. It seals per- 
manently. It's put on... to stay on. As a matter of 
tact, the band cannot be removed or the identifying data 
on the insert card be changed without completely de- 
stroying the Ident-A-Band itself! Here’s assurance 
against patient misidentification for days — weeks — 
even months. That's why it’s welcomed everywhere by 
patients, nurses and doctors. 


Ident-A-Ban mixups 
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Studies show that phenol treatment 


during washing is a suitable method for 


NCREASED RECOGNITION of the 
role of hospitals in the epide- 
miology of staphylococcal disease 
1234 and of the related contami- 
nation of hospitals with pathogenic 
staphylococci5-® has stimulated 
widespread interest in effective 
methods to eliminate such con- 
tamination and thus. reduce the 
occurrence of this disease. 7.4,9.10 
Blankets are often heavily con- 
taminated, and yet it is common 
practice in many hospitals to use 
the same blankets for successive 
patients without laundering them. 
6.11 In some hospitals extra blan- 
kets, distributed indiscriminately 
each night, circulate from one pa- 
tient to another. The routine low- 
temperature laundry process to 
which blankets are subjected when 
visibly dirty does not destroy 
Staphylococcus aureus. Auto- 
claving is generally judged im- 
practical because of shrinkage of 
woolen fibers.!! 


URGENT NEED EXISTS 


It is conceivable that woolen 


Otto H. Ravenholt, M.D., is beginning 
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Health Service Hospital, Seattle, Wash.: 
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epidemiologist, Division of Epidemiology 
and Laboratories, Washington State De- 
Emons of Health; Donald N. Wysham, 

: assistant resident in medicine, 
New York Hospital, New York (formerly 
a U.S. Public Health Service epidemic in- 
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Washington State Department of Health); 
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sion of Epidemiology and Laboratories, 
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eliminating blankets 
as an infection source 


by O. H. RAVENHOLT, M.D., E. F. BAKER JR., D. N. WYSHAM, M.D., and W. R. GIEDT, M.D. 


Combined laboratory and field 
studies described in this article indi- 
eate that although ordinary washing 
of blankets reduces staphylococcal 
contamination, adding a phenolic solu- 
tion during washing virtually elimi- 
nates staphylococci on blankets at a 
cost of approximately eight cents per 
blanket. Sanatorium experience cited 
by the author has shown that the pro- 
cedure does not damage blankets nor 
does it cause sensitivity reactions 
among patients or personnel. 


blankets at some time in the future 
may be replaced with blankets 
made heat sterilizable cotton or 
synthetic fibers,!! but meanwhile 
an urgent need exists to disinfect 
woolen blankets routinely between 
use on patients. Oiling blankets 
reduces air dissemination of par- 
ticles from them, but does not 
sterilize them to prevent contact 
spread from this source. Conse- 
quently, effective chemical disin- 
fectants have been sought that will 
sterilize blankets without produc- 
ing stains, odor, or textural changes 
in the treated blankets. This search 
has centered upon the quarter- 
nary ammonium compounds first 
introduced as germicides by 
Domagk in 1935. These compounds 
have shown promising disinfect- 
ing potential under favorable con- 
ditions, but some have caused 
staining of blankets and all may 
be neutralized by commonly used 
soaps and anionic detergents.!. 
In addition, they are not effective 
against the tubercle bacillus!’ and 
Pseudomonas pyocyaneus.!! 

The purpose of the present in- 


vestigation was to find a more 
versatile disinfectant for use on 
woolen blankets. Evaluation of 
disinfectants for this purpose re- 
quires a combination of laboratory 
and laundry testing. Laboratory 
trials can indicate the value of an 
agent at various concentrations 
against a selected organism at spe- 
cific exposure periods and tempera- 
tures. Such experiments require the 
exposure of an organism to the 
trial disinfectant in solution and 
subsequent attempts to isolate by 
culture the exposed organism to 
determine its survival. 

Classically, these experiments 
require a test organism with 
known characteristics, a disin- 
fecting compound with a corre- 
sponding neutralizing agent to aid 
regulation of the true exposure 
period and to prevent bacterio- 
static activity in the subculture 
procedure, and finally, suitable 
controls. Field testing bridges the 
gap between laboratory findings 
and laundry performance. Only 
this procedure will insure the 
practical validity of conclusions 
derived in the laboratory. 

Preliminary studies indicated 
that the most promising group of 
disinfectants for this purpose 
might be the synthetic phenolic 
compounds. These disinfectants 
(1) destroy all common pathogenic 
bacteria, including the tubercle 
bacillus; !7 (2) are not neutralized 
by common soaps or detergents: 
(3) are not harmful to wool fab- 
rics; (4) do not have an un- 
pleasant odor; and (5) are never- 
theless economical. Following is 
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Table 1—Results of exposure of blanket samples to vari- 
ous concentrations of disinfectant for 5 minutes 


| Plate counts 
Concentration of | No. of 
disinfectant solution | samples | ait 
| Median Range 
1:50 | 10 0 0 
1:100 | 10 0 0 
1:200 10 0 0 
1:400 10 13 9-18 
1:800 ) 10 107 92-113 
1:1600 | 10 153 130-196 
Distilled water controls | 10 162 137-190 


a report of laboratory and field 
studies of such a_ disinfectant 
product.* 


LABORATORY STUDIES 


The organism used in this ex- 
periment was a strain of coagulase 
positive, hemolytic Staphylococcus 
aureus derived from a clinical 
breast abscess. It was of phage 
type 52/42B/81, and resistant to 
penicillin, tetracycline, and strep- 
tomycin. 

Woolen blanket samples one 
inch square were immersed in a 
single bottle containing a 200 ml. 
sample of suitably diluted 24- 
hour-old broth culture of the test 
organism. Each blanket square 
was then transferred to a bottle 
containing a solution of phenolic 
disinfectant or, as a control, to a 
bottle of distilled water. Then each 
blanket sample was transferred to 
a third bottle with normal saline 
rinse solution, and in_ selected 
cases further transfers were made 
for additional rinse procedures. 
The blanket squares were shaken 
for a specified time in each of the 
bottles. 

The last rinse used for each 
respective blanket sample was 
subcultured after removal of the 
blanket sample by withdrawal of 
1 ml. for inoculation into a Trypti- 
case-Soy agar pour-plate. Since 
there is not an effective neutraliz- 
ing agent for the antibacterial 
activity of the disinfectant used, 
a check was made for residual dis- 
infectant activity by inoculating 
each final rinse solution with a 
loopful of staphylococcal broth 


*“Amphyl”, a product of Lehn and Fink 
Co., containin as active ingredients 
o-phenyl phenol, p-tertiary amy! phenol, 
and potassium ricineolate 
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following the removal of the 1 ml. 
aliquot, and inoculating a Trypti- 
case-Soy broth tube with a second 
aliquot after a five-minute delay. 

Preliminary trials showed that 
1:10,000 dilution of 24-hour sta- 
phylococeal broth culture was 
suitable for this experiment. The 
efficacy of the disinfectant was 
tested in serial dilutions from 1:50 
to 1:1600. The experiments also 
included samples at various ex- 
posure periods and temperatures, 
and with extra rinses. 

Blanket squares were inocu- 
lated and placed in sterile metal 
dessicators for one month to 
measure survival of the organism 
on blanket material in a dried 
state. 


LABORATORY FINDINGS 


The most pertinent results of 
laboratory studies are presented 
in Table 1. They were found in 
the 1:200 and 1:400 dilution 
range of disinfectant with a five- 
minute exposure period. No or- 
ganisms could be cultured from 
samples exposed to the 1: 200 dilu- 
tion or to concentrations greater 
than this. The 1:400 dilution per- 
mitted a median survival of 13 
colonies per plate, compared with 
median control counts of 162 
colonies per plate. The 1:800 dilu- 
tion reduced plate counts by only 
one third, while the 1:1600 dilu- 
tion permitted plate counts similar 
to those of the control procedure. 

An increase in exposure time 
had a direct potentiating effect on 
the action of the disinfectant in 
the 1:400 and 1:800 dilutions. Ex- 
posure at 25°C. and 40°C. tem- 
peratures indicated little value of 
the higher temperature over the 


lower one, Extra rinse procedures 
were found to effect a striking re- 
duction in the colony count de- 
rived from the final rinse water. 
The reinoculation method for de- 
tecting disinfectant activity in the 
final rinse solution showed such 
activity to be present only in the 
first rinse of a 1:50 dilution. In no 
instance was it possible to culture 
staphylococci from a blanket sam- 
ple which had yielded none in a 
previous rinse. 

The blanket samples placed in 
sterile dessicators for 30 days 
yielded at the end of that period 
approximately one half as many 
colonies of viable Staphylococcus 
aureus as did control samples in- 
oculated simultaneously and cul- 
tured immediately. 

On the basis of the above find- 
ings, it was concluded that the 
disinfectant had _ sufficient de- 
structive effect upon staphylococci 
to merit field trial. 


FIELD STUDIES 


Tests were carried out in laun- 
dry plants of two separate hospi- 
tals referred to below as trials A 
and B, using blankets taken di- 
rectly from the hospital wards. In 
each trial, the blankets were 
washed in revolving, interrupt- 
ing-gear type machines with water 
between 35° and 40°C. The same 
machine was used for both con- 
trol and treated blankets at the 
respective plants. In both series 
blankets were cultured before 
washing and after they had been 
washed and dried. 

Each blanket was cultured by 
stretching it taut over an open 
petri plate of ». Chapman-Stone 
agar* and scratching the upper 
surface of the blanket 10 times 
with a sterile tongue blade. Each 
plate was inoculated thus six 
times: three times from each side 
of the blanket at points near both 
ends and the center. In trial A 
these plates were incubated at 
37°C. for 48 hours and at room 
temperature for 24 hours. In trial 
B they were incubated at 37°C. 
for 24 hours and room tempera- 
ture for 48 hours. After this in- 
cubation, pigmented colonies were 
counted in trial A, and both pig- 

*Chapman-Stone medium was used be- 
cause it is selective for the growth of 
staphylococci and promotes good pigment 
production, thus providing a ready means 


of identifying and counting colonies of 
these organisms. 
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TESTS PROVE: 


PHEN 


(Strains of 


var. aureus) 


Huntington's all-purpose germicide 
assures wide margin of safety 


Only San Pheno X, of the germicides tested, killed several 
antibiotic resistant strains of M. pyogenes var. aureus at a 
1:1000 dilution within 5 minutes. 


(Pathogens isolated from noses and throats of humans.) 


Nt Antibiotic Ph 1:200 1: 1000 
rv ws Reactivity r age Dilution . 
©. 1(Resistant: R) ype 5 min. 10 min. 5 min. 10 min 
3246 R 52, 52A 0 0 (Complete} 0 0 
kill at 
3269 R 52, 81 0 1 300 0 0 
8 7, 47, 53, 0 0 through | 9 0 
54. 73. 75. 1-900) 
77, VAa 


0 indicates complete kill 


Ask for the Man Behind the Drum— 
your Huntington representative. He 


can give you full details. 


Now fight the deadly and growing peril of hospital infection 
with the germicide that allows for a tremendously wide 
margin of error in use. 

When it is used at the recommended dilution of 1:200, 
San Pheno X kills antibiotic resistant staphylococci within 
5 minutes with a very large safety factor. 

San Pheno X is a powerful all-purpose germicide with a 
wide range of bactericidal activity for use on anything in 
the hospital that isn’t harmed by water. It can be applied 
by mopping, soaking or spraying. 

Hospital asepsis is just as important as ever. So, it doesn’t 
pay to take chances with less than the most effective germi- 
cide. Get all the facts about San Pheno X soon! Ask to 


see complete test results. 
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Table 2— Plate counts of cultures taken from control and 
treated blankets before and after laundry proc- 
essing in trial A (Pigmented colonies only) 


Control group: (water rinse) Treated group: (disinfectant rinse) 
. _ Before washing After Before washing After 
No. blankets | 
tested | 20 20 20 ae 
Median plate | 
count | 16 2 
Mean plate | 
count | 43 9 61 2.5 
Range | 0-200° 1-19 0-200° 0-9 


| Reduction 27 % 


Reduction 87% 


*One plate in the control and three pilotes in the treated before-washing groups showed more 
than 200. The effect of this was to slightly decrease the calculated reduction. 


mented and total colonies were 
counted in trial B. 

Pigmented colonies were fre- 
quently picked from the plates for 
checking gram staining, hemolysis 
and coagulase activity. Antibiotic 
sensitivity to penicillin, strepto- 
mycin, tetracycline, chlorampheni- 
col, erythromycin, and bacitracin 
was determined by the disc diffu- 
sion method for all colonies tested 
in trial A. Twenty per cent of the 
tested colonies were found to be 
resistant to all of the antibiotics 
except bacitracin.* Blankets used 
in trial A were taken from “extra” 
blankets circulated nightly on the 
hospital wards and stored during 
the day in linen closets. Those 
used in trial B were taken from 
the blankets being routinely sent 
to the laundry for washing. 


FINDINGS IN TRIAL A 


In this trial, involving 40 
blankets, a laundry-prepared soap 
was used in similar quantity for 
washing both control and treated 
blankets. Here sufficient phenolic 
disinfectant was added to the last 
of three rinses to produce a 0.5 
per cent (1:200) solution. The last 
rinse was prolonged to 10 minutes 
with intermittent agitation. After 
this rinse the blankets were dried 
by hanging overnight in room air. 
Conditions under which it was 
necessary to handle and dry the 


laundered blankets in this first 


trial probably resulted in limited 
recontamination, although this 
hazard applied equally to the con- 

*This bears a suggestive relationship to 
similar strains of staphylococci recovered 


from lesions in the same hospital eight 
months earlier.’ 
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trol and treated blankets. 

Plate counts from _ collections 
obtained before and after this 
washing and drying operation are 
summarized in Table 2. Calculat- 
ing from median plate counts, 
washing in the usual manner re- 
sulted in a 27 per cent reduction 
in pigment-producing organisms, 
whereas the addition of disinfec- 
tant to the final rinse resulted in 
an 87 per cent reduction in these 
bacteria on the blankets. 

Trial B, carried out in the laun- 
dry of a different hospital, involved 
160 blankets. A commercial wash- 
ing compound* was used in simi- 
lar quantity for washing both 


control and treated blankets. Here 


*Ozonite, a product of Procter and 
Gamble Co. 


the 80 blankets in the “treated’”’ 
group were immersed dry in 160 
gallons of a one per cent disin- 
fectant solution prior to the wash- 
ing procedure. They were agitated 
for two minutes and allowed to 
stand in the solution for three 
more minutes, after which deter- 
gent was added and the routine 
washing procedure carried out 
with two rinses used. Except for 
the omission of the disinfectant, 
the same procedure was followed 
for the control group. All blankets 
were dried by hanging overnight 
in room air, with care to avoid 
reeontamination. 

Plate counts from cultures 
made before and after this wash- 
ing and drying operation are 
summarized in Table 3. Calculat- 
ing from median plate counts, 
washing in the usual manner re- 
sulted in a 92 per cent reduction 
in pigment-producing organisms, 
whereas addition of the disinfec- 
tant to the process resulted in a 
100 per cent reduction in these 
organisms. Total colony count of 
the plates showed an 85 per cent 
reduction for the routine-wash 
and a 98 per cent reduction for the 
disinfectant-wash. 


EARLIER FINDINGS CONFIRMED 


The data collected in this study 
confirm earlier findings elsewhere 
12,13 showing heavy contamination 
of hospital blankets by Staphy- 
lococcus aureus, in this case by 


essing in trial B 


Table 3——Plate counts of cultures taken from control and 
treated blankets before and after laundry proc- 


Control group 


Treated group 


Before washing! After 


Before washing After 


1. Pigmented colonies only: 


80 


li. Total colony count: 


as 300. 


No. blankets tested 

Medion plate count 25 
Mean plate count 58.0 
Range 4-300° 


Reduction -92 % 


No. blankets tested 80 
Median plate count 274 
Mean plate count 245 
Range | 126-300° 


Reduction -85 % 


*Several before-washing plates in both series showed more than 300 colonies but were calculated 


80 80 80 


2 11 | 0 
2.7 43.2 | 0.2 
0-13 0-300° 


Reduction-100% 
| | 


80 80 = 
4) 280 6 
44 219 4 
6-108 4-300° | 


Reduction-98 % 
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Boston Children's Medical Center reports: 
Tmoy UNLOADING WASHERS HELP RAISE OUR 
OUTPUT 17% ... WHILE CUTTING LABOR COSTS! 


Clifton W. Leavis, laundry manager of Boston's 
350-bed Children’s Medical Center, reports a two- 
way savings as the result of converting to aeey 
unloading washers and a 60” Troy Olympic’ ex- 
tractor of 480 pounds capacity. 


“By increasing our productive capacity from 
6800 to 8000 lbs. per day, these new unload- 
ing machines have eliminated overtime cost. 
In addition, maintenance costs are now neg- 


ligible. Operator fatigue, a problem with the 
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former equipment, is also greatly reduced 
both because of the washers’ unloading fea- 
ture, and the trip-bottom construction of the 
extractor baskets. These baskets are handled 
by an overbead electric hoist, installed accord- 
ing to recommendations outlined by Troy's 


field engineer.” 


How much could you save on your laundry op- 
eration with modern Troy equipment? Find out! 
Clip and mail coupon today! No obligation. 


TROY LAUNDRY MACHINERY, Dept. H-658 
Division of American Machine and Metals, Inc. 
East Moline, Illinois 
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antibiotic resistant strains. The 
blankets used in trial A, which 
had been distributed each night as 
“extras” on the hospital ward and 
had thus circulated from patient 
to patient, would have yielded 
some 5000 pigmented colonies of 
staphylococci per blanket if the 
entire blanket surface had been 
agitated briefly over culture media. 


EXTRA RINSES USED 


The laboratory protocol of this 
investigation departed from the 
classical one in using extra rinse 
procedures (water dilution) rather 
than a specific agent for neutraliz- 
ing the disinfectant, since no such 
neutralizing agent could be found. 
The disinfectant proved entirely 
effective in 1:200 solution in labo- 
ratory trials regardless of tem- 
perature or duration of exposure. 

In the first laundry trial this 
was not quite the case; here the 
1:200 solution effected only an 87 
per cent reduction in pigmented 
colony count compared with a 27 
per cent reduction in the control 
group of blankets. However, a 
true 0.5 per cent solution may not 
have been obtained in all portions 
of the blanket load in the machine, 
since the disinfectant solution was 
added to a large mass of wet 
blankets and diffusion may not 
have been complete. 


WHY TESTS DIFFERED 


The protocol for the second 
laundry trial was designed to 
eliminate the possible shortcom- 
ings of the first by (1) immersing 
the blankets dry in a one per cent 
disinfectant solution as the first 
step in the laundry procedure, 
thus insuring uniform exposure to 
the disinfectant; and (2) by me- 
ticulous handling of the blankets 
in the post-laundry phase of the 
trial. The number of blankets used 
was increased from 40 to 160. 
Both pigmented and total colonies 
were counted from the culture 
plates. The results of trial B 
demonstrated virtual elimination 
of staphylococci from _ blankets 
treated with disinfectant. 

It appears that the reduction in 
total colony count was also a use- 
ful indicator of the efficacy of 
the disinfecting process. The 
identity of these blanket-contami- 
nating organisms was not deter- 
mined, but pathogenic bacteria 
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other than staphylococci may have 
been included. The . disinfecting 
procedure significantly reduced 
the number of organisms from a 
residual count of 15 per cent of 
the prewash total on the blankets 
subjected to ordinary washing to 
2 per cent of the prewash total 
on disinfected blankets. 

Data collected in both the laun- 
dry trials discussed above indicate 
a greater reduction in bacterial 
contamination through the “rou- 
tine’’ laundry process than that 
found in several earlier studies.!?. 
15 This is particularly true with 
the second trial. It would appear to 
the authors that a machine which 
is not overloaded and in which an 
effective washing compound is 
used, together with copious rinse 
procedures, might accomplish re- 
sults through the dilution process 
noted in the laboratory trial, in 
keeping with those observed in 
this study. 

The chief difference between 
the two trials was that a laundry- 
made soap was used in the first 
case and a particular commercial 
washing compound in the second. 
It is also believed that the second 
trial was conducted with better 
equipment and with fewer blan- 
kets in relation to the water used. 
Although the cause for this dif- 
ference merits further investiga- 
tion, we believe that the results 
with use of the disinfectant as in 
trial B demonstrate a practical 
means of eliminating transmission 
of staphylococci in hospitals by 
means of contaminated blankets— 
provided the blankets are routinely 
disinfected between patients. 


POSSIBLE SIDE-EFFECTS 


Another aspect of this disin- 
fecting procedure which requires 
consideration is that of possible 
deleterious side-effects on blan- 
kets. These side-effects might take 
the form of odor, changes in tex- 
ture or color, or—on patients— 
skin sensitivity reactions. 

Persuasive evidence of the ab- 
sence of such effects is found in 
the experience of one tuberculosis 
sanatorium which for seven years 
has relied upon this same disin- 
fectant in a very similar proce- 
dure (but a 2 per cent solution) 
for chemical disinfection of blan- 
kets, pillows, and personal clothing 
of patients. No odor or textural or 


color changes have been noted. In 
this institution the product has 
also been used for the same period 
for all surface disinfection with- 
out evidence of skin sensitivity 
and with concurrent reduction in 
personnel-acquired tuberculosis.'® 
Experimental work by Smith!’ 
had earlier established the germi- 
cidal. effect of this disinfectant 
upon the tubercle bacillus: in it- 
self a significant difference be- 
tween this disinfectant and the 
quaternary ammonium compounds 
frequently used in the general 
hospital environment. 

Cost of the disinfectant used in 
dilutions (one per cent) evolved in 
this experiment is slightly less 
than five cents per gallon, fixing 
the cost of this blanket disinfect- 
ing procedure at approximately 
eight cents per blanket. 

On the basis of these findings, 
the synthetic phenol appears to 
be a suitable compound for use 
in blanket disinfection  proce- 
dures. a 
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hood sewice and dietetics 


THREE O'CLOCK 
COOLERS 


—between-meal treats that refresh 


PINEAPPLE POTS O° 


rq \o HELP patients get through sweltering sum- 

| mer afternoons, here are some three o'clock 
coolers to tempt and please the patient’s palate. 
In addition to being refreshing, the following ap- 
petite tempters provide an excellent opportunity 
for more nourishment.* 

Pineapple Pot O’. Gold is an eye-catching sur- 
prise featuring pineapple bavarian cream with a 
fresh daisy in a straw. To prepare, fill 4-ounce 
waxed paper cups with pineapple bavarian cream. 


*The recipes for pineapple bavarian cream and lemon snow 
yudding are presented here through the courtesy of Lenore 
M. Sullivan and the lowa State College Press and are included 
in Miss Sullivan’s Quantity Recipe File 

The following groups have contributed the recipes and/or 
yhotographs for this article: Dole Hawaiian Pineapple Co., 
Bon Jose, Calif. (pineapple pots o' gold and pineapple parfait); 
Sealtest, New York (super milk floats, purple cow, pink con- 
fection and tropical smoothie); Tea Council of the U.S.A., New 
York (frosty spiced tea and hospitality tea punch); H. J 
Heinz Co., Pittsburgh (lemon snow with strained fruit and 
fruit milk shake): and Processed Apples Institute, Inc.. and 
Flanley and Woodward, Inc., New York (April nectar, mulled 
apple juice cocktail and lime apple juice cocktail). 
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SUPER MILK FLOAT 


Insert into center of cups a plastic or cellulose 
straw cut to desired height. Chill in refrigerator. 


Just before serving, insert fresh daisies in straws 


to complete flower pot effect. 


Here is a recipe for pineapple bavarian cream: 


PINEAPPLE BAVARIAN CREAM 
(50, No. 12 scoops) 


oz. unflavored gelatin 

cold water 

No. 10 can crushed pineapple 
ibs. sugar 

lemon juice 

qt. heavy cream. whipped 


Soften gelatin in cold water. 


(Continued on page 84) 
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Every major hospital 


in St. Louis uses 


the ideal fuel 


Dieticians, food supervisors, and hospital ad- 
ministrators in the St. Louis area--as well as 
everywhere in the U.S.A.—-have learned about 
the advantages of gas through years of experi- 
ence in volume food preparation. You, too, 
can get the same results when you use Modern 
Gas Equipment. 

Your Gas Company Commercial Specialist 
and Your Kitchen Equipment Dealer will be 
glad to help you plan the most efficient kitchen 
for any baking or cooking task you may have. 
Investigate the outstanding results and econ- 
omies you can get with Gas and Modern Gas 
Equipment. American Gas Association. 


GAS 


IS ECONOMICAL IN OPERATION 


PERFORMS EVERY COOKING AND BAKING 


OPERATION QUICKLY TO PERFECTION 
IS EASY TO USE, ECONOMICAL TO USE 


as 
4 
Cie 
4 


2. Heat pineapple. 

3. Add sugar and lemon juice to 
pineapple and pour over softened 
gelatin. 

4. Chill. 

5. When mixture begins to 
thicken, fold in whipped cream. 
Scoop into 4-ounce waxed paper 
cups and let stand until set in re- 
frigerator. 

If freezer space permits, a frozen 
whip may be substituted for the 
bavarian cream. For six servings 
of the whip, beat 2 egg whites 
(with a pinch of salt) to the soft 
peak stage: then add one-fourth 
cup sugar gradually, and continue 
beating until stiff peaks form. Fold 
in one No. 1 flat can crushed pine- 
apple, undrained. Freeze in 4- 
ounce waxed cups until firm—ap- 
proximately 2 hours. 

2 

Super Milk Floats are an easy- 
to-take mid-meal treat that com- 
bine ice cream or sherbet, milk 
and flavoring. Flavoring may be 
fruit juice or chocolate syrup. For 
the finishing touch, add whipped 
cream topped with shaved choco- 
late. 

Fresh iced tea, made with cold 
water, tea and sugar, is low in 
calories and a time-saver. It elimi- 
nates boiling water and steeping 
from the traditional tea-making 
process. Here is the recipe for 16, 
eight-ounce glasses of iced tea: 

ICED TEA 
(1 gal.) 

1 gal. cold water 
34 oz. cold water soluble tea 
lee, sugar and lemon as desired 

1. Fill container with cold water 
and add tea. Stir with a spoon. 

2. Fill glasses with ice and draw 
tea. Add sugar and lemon to taste. 

Crushed pineapple sauce ar- 
ranged between layers of vanilla 
ice cream in parfait glasses can 
provide a colorful and fancy after- 
noon treat for the patient. If parfait 
glasses are not used, the sauce may 
be spooned over ice cream balls 
and served in the traditional des- 
sert dish or low sherbet glass. Here 
is the recipe for 24 servings of the 
pineapple topping: 

PINEAPPLE SUNDAE SAUCE 
(24 servings) 
3 pineapple, not drained 


sugar 
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PINEAPPLE PARFAIT 


1. Add sugar to pineapple and 
cook together over low heat for 
approximately 20 minutes or until 
sauce thickens. 

2. Cool. 

3. At service time, spoon sauce 
over ice cream, or between layers 
if parfaits are served. 

4. If budget and diet permit, 
garnish with coconut or chopped 
nuts and maraschino cherry. 

7 

Frosty Spiced Tea and Hospital- 
ity Tea Punch are two mid-after- 
noon beverages that hold to their 
promise to cool and to quench 
thirst. The addition of cloves, cin- 
namon sticks and nutmeg provide 
the tang for the frosty tea, while 
the lemon, orange and grape juices 
in the hospitality punch produce 
a flavorful blend of juices. 

Here is the recipe for 25 servings 
of Frosty Spiced Tea: 


FROSTY SPICED TEA 
(25, six-ounce servings) 
3 cold water 
2 «. sugar 
tsp. salt 
2 tsp. whole cloves 
1 tsp. nutmeg 
1 qts. boiling water 
12 tbsp. tea 
25 lemon wedges 
25. two-inch cinnamon sticks 
Ice cubes as needed 

1. To make syrup, combine and 
simmer cold water, sugar, salt and 
spices over low heat for 20 minutes. 
Strain and set aside. 

2. To make tea base, bring 4 
quarts of water to a full rolling 
boil, Remove from heat. Immedi- 
ately add tea. Brew 3-5 minutes. 

3. Stir and strain tea mixture 
into spiced syrup. 

4. Pour spiced tea over ice cubes 
in tall glasses. 

5. Serve tea with lemon wedge 


and stick of cinnamon. 

Here are the ingredients and 
directions for preparing two gal- 
lons of Hospitality Tea Punch: 


HOSPITALITY TEA PUNCH 

(64, four-ounce servings) 

4 boiling water 

6 thsp. tea 

4 ce. cold water 

2 c«. lemon juice (strained) 

4 ¢. orange juice (strained) 

» gts. grape juice 

2 sugar 

2 qts. water 

1 qt. gingerale 

l. Bring 4 cups water to full 
rolling boil. Remove from heat. 
Immediately add tea. Brew 3-5 
minutes. 

2. Stir and strain into container 
holding remaining ingredients, ex- 
cept gingerale. 

3. Just before serving, pour 
punch over block of ice. Stir in 
gingerale. 

4. Allow 4 ounces per serving. 

Drinks that provide the flavor- 
ful and colorful fruits of grapes, 
raspberries and bananas are easy 
to make and appealing. The Purple 
Cow is a combination of concen- 
trated grape juice and milk with 
a dab of whipped cream and a 
fresh grape garnish. Pink Confec- 
tion calls for the addition of rasp- 
berry-flavored rennet dessert to 
cold milk, while the Tropical 
Smoothie is a creamy mixture of 
milk and whipped fresh bananas. 

Here are the ingredients and di- 
rections for making these milk- 
base drinks: 

PURPLE COW 
(one serving) 

1. Add 2-3 tbsp. frozen concen- 

trated grape juice to 6 oz. of cold 
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LEFT: PINK CONFECTION (left, foreground), 


TROPICAL SMOOTHIE (center) AND PURPLE COW. TOP RIGHT: MULLED APPLE JUICE 


COCKTAIL (left), LIME APPLE JUICE COCKTAIL (center) AND APRIL NECTAR. BOTTOM RIGHT: LEMON SNOW WITH FRUIT SAUCE. 


milk, stirring constantly and brisk- 
ly. (Always pour juice into milk.) 

2. Top with dab of whipped 
cream and a fresh purple grape, 
if desired. 

3. Serve immediately in an 8- 
ounce glass. 

PINK CONFECTION 
{one serving) 

1. Add heaping teaspoon, 
about 1/3 pkg., raspberry-flavored 
rennet dessert powder to 8-ounce 
glass of cold milk. Stir. until dis- 
solved. 

2. Top with 
cream and a 
raspberry. 

3. Serve immediately in 8-ounce 
glass. 


one 


dab of whipped 
fresh or frozen red 


TROPICAL SMOOTHIE 
{one serving) 

1. Slice ripe banana into 
bowl: beat with electric mixer or 
egg beater until smooth and creamy. 

2. Add 8 oz. cold milk; mix well; 
pour into glass. 

3. Top with dab of whipped 
cream and a slice of banana. 

4. Serve immediately in 8-ounce 
glass. This 1s a generous serving. 

A scoop of lemon snow topped 
with a sauce of strained apricots 
and applesauce is a light, color- 
ful mid-meal suggestion that may 
also be used as a light dessert. It 
is easy to prepare—just top the 
lemon snow with canned strained 
baby foods. Allow one ounce of 
strained fruit per serving. Ice 
cream may be substituted for the 
lemon snow, if desired. 


one 
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The recipe for lemon snow pud- 
ding is as follows: 


LEMON SNOW PUDDING 
(48 servings) 
oz. egg volks 
gts. milk 
2 Ibs. sugar 
+ oz. gelatin 
cold water 
t thep. lemon juice 
2 oz. nonfat dry milk 
2 «. water 
8% oz. egg whites 


1. Beat egg yolks. Mix together 
milk, sugar, and egg yolks. Cook 


in double boiler until slightly 
thickened. 

2. Soften gelatin in 1 cup of 
cold water. Add to custard. Stir 


until dissolved. Add lemon juice. 
Chill until partially set. 

3. Add 2 cups water to dry milk. 
Whip at high speed on mixer until 
it is the consistency of whipped 
cream. 

4. Beat egg whites to the soft 
peak stage. 

5. Fold egg whites and whipped 
milk into custard with a wire whip. 
Continue folding until mixture is 
well blended. 

6. Pour into 2 pans (14 by 9 by 
2 in.) 

7. Chill until set (at least 1 hour 
in freezer or 2 hours in refrigera- 
tor). 

8. Top each serving with one- 
ounce of strained fruit sauce. 

Canned strained fruits also pro- 
vide a tasty base for the ever pop- 
ular milk shake. For every two 


parts of milk, just add and blend 
in one part of any of the following 
strained fruits: apricots and apple- 
sauce, pears and pineapple, peaches, 
applesauce, pears, or bananas. 

Three apple juice cocktails that 
can serve equally well as a be- 
tween-meals cooler or an appetizer 


are April Nectar, Mulled Apple 
Juice Cocktail and Lime Apple 
Juice Cocktail. These drinks are 


easy to serve and make an attrac- 
tive addition to the cafeteria 
counter line. The recipes for the 
nectar and cocktails follow: 
APRIL NECTAR 
(50, four-ounce servings) 
2 qts. apple juice 


¢. apricot nectar 


thsp. lemon juice 
1. Combine juices and chill. 
2. Using 4-ounce dipper, fill 5- 
ounce glasses. 
MULLED APPLE JUICE COCKTAIL 
(25, four-ounce servings) 
2, forty-six ounce cans apple juice 
10 whole cloves 
2 cinnamon sticks 
«. sugar 
1. Heat apple juice to boiling 
with sugar, cloves and cinnamon: 
stir; chill. 
2. Strain; serve in 5-ounce 
glasses using 4-ounce dipper. 
LIME APPLE JUICE COCKTAIL 
(26, four-ounce servings) 
3 qts. apple juice 
ec. lime juice 
1. Combine juices and chill. 
2. Pour into 5-ounce glasses us- 
ing 4-ounce dipper. sad 
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Value of services 


For Value Received—(16 mm., color, 
sound, 15 min.). Produced by Hu- 
bert B. Dates in 1955 for Morton 
F. Plant Hospital in Clearwater. 
Fla. Available on free loan. 
This film portrays various serv- 

ices and their importance to the 
public. Shown are x-rays being 
taken and interpreted, laboratory 
tests being performed, surgery be- 
ing performed and food being dis- 
tributed to the patients. Church 
groups, schools, civic clubs, etc., 
should be interested in this motion 
picture. 


Care of disabled aged 


Still Going Places! Active Management 
of Disability in the Aged—(16 mm., 
black and white, sound, 40 min.). 
Produced in 1955 by Potomac Film 
Productions for Pfizer Laboratories. 
Available on free loan from Film 
Library, Pfizer Laboratories, 630 
Flushing Avenue, Brooklyn, N. Y. 
The film adequately demonstrates 
practical ways to help chronically 
or acutely disabled patients of ad- 
vanced years to live useful self- 
sufficient lives. The wide range of 
examples includes patients with 
heart disease, Parkinsonism, ampu- 
tations, arthritis, hip fractures and 
hemiplegia. 

This motion picture is of great 
interest and timeliness for all phy- 
sicians, workers in auxiliary fields, 
nurses, social workers, physical 
therapists and occupational thera- 
pists, as well as to hospital ad- 
ministrators and members of gov- 
erning boards. 


Recruiting health personnel 


The Key to Research and Patient Core— 
(35 mm, color, filmstrip of 69 
frames, accompanied by 33'4 RPM 
record with manual or automatic 
pix synchronization, 15 min.). 
Produced by the National Founda- 
tion for Infantile Paralysis, 1957. 
Available on free loan or for pur- 
chase at $12 per set from Division 
of: Professional Education, Na- 
tional Foundation for Infantile 
Paralysis, 301 E. 42nd St., New 
York 17, N.Y. 


This filmstrip is based on the 
thesis that to meet today’s health 
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film reviews 


Hospital Association. 


In this issue of the Journal, this space, which ordinarily 
earries book reviews, is devoted to a list of films reviewed 
and approved by the Film Review Board of the American 


care, a greater number of pro- 
fessional personnel must be re- 
cruited and trained. With this 
thesis I am thoroughly in agree- 
ment, but a better job of present- 
ing the idea must be done. 

Some of the ratios utilized in 
connection with the numbers of 
technical personnel per unit popu- 
lation are misleading in the film 
because there are no qualifications. 
Without a qualification of the 
meanings of such ratios, figures 
can be deduced and used which, 
from my point of view, are not 
basically sound. 

It seems to me there is a place 
for a thoroughly excellent across- 
the-board “live” film’ directed 
toward recruitment of potential 
health personnel. Perhaps some of 
our health organizations should 
make a common effort to do a 
really good job in developing 
either recruitment films or film- 
strips on the basis of what we in 
the field can try to project as ob- 
jective future needs.—Epwarp L. 
TURNER, M.D., secretary, Council 
on Medical Education and Hospi- 
tals, American Medical Associa- 
tion. 

Help for supervisors 
Supervisory Problems in the Office, Set 

2— (Six filmstrips, color, sound, 

accompanied by 33% RPM rec- 

ords with text synchronization.) 

Produced by McGraw-Hill Book 

Co.in collaboration with the Na- 

tional Office Management Asso- 

ciation, 1957. Purchase: McGraw- 

Hill Book Co., Text Film Dept., 

330 W. 42nd St., New York 36, 

N.Y., $125. 

This is the second set of film- 
strips with sound on _ various 
phases of office management and 
supervision. It consists of six film- 
strips describing typical office 
problems faced by supervisors. In 
addition to the filmstrips and 
phonograph records, there is a 
“discussion leader’s manual”, 
which gives detailed information 
regarding the purpose of the film- 
strips, suggestions for their use, 
and information concerning the 


techniques of conducting a group 
discussional conference. Specific 
suggestions are also included on 
how to handle the individual sub- 
jects and a transcript of the re- 
cordings which can be used for 
reference by the discussion leader. 

This is an excellent means for 
training supervisors. The six sub- 
jects are pertinent to all office 
problems and the films and ac- 
companying sound script are very 
apt. The method of presentation 
involves the use of group discus- 
sion following the filmstrip. How 
to use the manual and how to con- 
duct a group discussion is pre- 
sented very clearly. 

Although this presentation is 
concerned with supervisory prob- 
lems in offices, the subjects and 
situations described in the films are 
basic problems for all supervisors 
including those in the hospital 
field.—S. A.. FerGuson, director, 
University Hospitals of Cleveland. 


Medical technology careers 


The Human Cell and the Cyto-Technolo- 
gist—(16 mm, black and white-or 
color, sound, 22% min.) Produced 
by Churchill-Wexler Film Produc- 
tions, Inc., for the National Com- 
mittee for Careers in Medical 
Technology on grants by the 
American Cancer Society, Inc., 
and the National Cancer Institute, 
1957. Prints available from the 
National Committee for Careers 
on Medical Technology, 1785 Mas- 
sachusetts Ave., N.W., Washing- 
ton 6, D.C., on free loan for edu- 
cational showings. Purchase price 
from the committee, $135 color: 
$65, black and white. 


This newly published film is the 
second in a series produced by the 
National Committee for Careers 
in Medical Technology. It may well 
surpass the enviable reputation of 
the first in the series, Career: 
Medical Technologist which, in 
1954, won the Scholastic Magazine 
Award as one of 10 best educa- 
tional films for school use. Both 
of these films have been produced 
by Churchill-Wexler, of Holly- 
wood, Calif. 

(Continued on page 101) 
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Marietta Memorial Hospital 
exceeds Building Fund Goal 
by $12,877.00 
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Architect's drawing of Marietta Memorial Hospital, Marietta, Ohio. Recent Building 


Campaign, directed by Ketchum, Inc., raised $712,877 against a goal of $700,000. 


... another successful 1958 hospital campaign 
directed by Ketchum, Inc. 


Against a Building Fund goal of $700,000, 
Marietta Memorial Hospital, Marietta, Ohio 
raised $712,877°. . . an oversubseription of 
$12,877! This is the hospital’s second successful 
campaign directed by Ketchum, Inc. 

The outstanding success of the people of 
Marietta, Ohio was achieved in spite of a 
general business decline. Added to funds al- 
ready on hand and Hill-Burton grants the 
hospital can now undertake an expansion pro- 
gram totalling $1,200,000. 


MALIMARK OF 


At the conclusion of the campaign, Mr. Carl 
L. Broughton, General Chairman, had this to 
say about the service rendered by Ketchum, 
Inc.: “Our community will always be grateful 
to your staff for the skillful way in which it 
handled this campaign.” 

If your hospital is planning a campaign for 
funds this year or next, write now telling us of 
your problem. The importance of early counsel 
cannot be overstressed. You are under no 


obligation. 


KETCHUM, INC. 


Direction of Fund-Raising Campaigns 
CHAMBER OF COMMERCE BUILDING 
PITTSBURGH IQ, PA. 


[00 FIFTH AVENUE, NEW YORK, 36, N.Y. 


JOHNSTON BUILDING, CHARLOTTE, 2, N.C. 
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Neat, clean, convenient, 
completely disposable 


Eliminates use 
of adhesive tapes 


No more safety pins 
to damage sheets 


No need for costly, 
cumbersome wire frames 


and unsightly 

brown paper bags — 

: Write for Free Samples 

| 


TAB IT ON wherever you want it: to bed, cabinet, 
wall...in the nursery, etc. Sticks to everything and 
peels off easily with no marring to surface. AND, 
SO ECONOMICAL... it will pay for itself in sav- 
ings on linens alone—so widely abused by use of 
damaging safety pins. 


INSTITUTIONAL PRODUCTS CORP. 
161 SIXTH AVENUE, NEW YORK 13, N.Y. 
Branch Office: 9109 Sovereign Row, Dallas 19, Texas 


A Complete Source for 


All Hospital Supplies and Equipment 
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House Group Trims ‘Medicare’ 


May ended with congressional committees suddenly 
moving on three issues of national hospital interest. 
The committees proposed that: 

(1) The civilian side of “medicare” be cut back 
$12 million. 

(2) $75 million be added to the federal student 
nurse and intern housing loan program. 

(3) Hill-Burton be extended for three more years. 

All of these congressional committee recormimen- 
dations have yet to be acted upon by the full House 
and Senate. Here’s how developments on these issues 
stood in early June. 

MEDICARE—Despite Pentagon testimony that the 
continued success of the “medicare” program “de- 
pends essentially on the participation of the nation’s 
physicians and hospitals,” the House Appropriations 
Committee voted on May 28 to sharply limit the 
amount of civilian medical care that military de- 
pendents may receive. The administration had rec- 
ommended that $72 million be appropriated for next 
year’s “medicare” program. The defense appropria- 
tion bill, as sent to the House floor, authorizes $60 
million for “medicare.” 

Intent of this cutback, as explained in the com- 
mittee report, is to force the secretary of defense 
to “. . . require the dependents to use military medi- 
cal facilities and personnel where they are adequate 
and available.” 

If the House and Senate accept this recommenda- 
tion, it will take away the right of free choice of 
physician and hospital from a large group of de- 
pendents. 

The American Hospital Association has expressed 
its deep concern to both the House and Senate. In 
a letter to Congress, the Association made the fol- 
lowing points: 

(1) Costs. Military facility hospital costs for de- 
pendents are no less than for such care in civilian 
facilities. This has been documented by the Bureau 
of the Budget. 

(2) Stef. If Congress intends to force large num- 
bers of dependents into military facilities, will this 
not result in expansion of military medical staff and 
facilities? If existing staff and facilities can care for 
this planned increased patient load, should not “these 
people be returned to civilian life where they can 
meet existing critical health personnel shortages?” 

(3) Morale. Since the whole purpose of “medicare”’ 
was to increase the armed services’ morale, this se- 
vere cutback can be construed as contrary to the 
intent of Congress. The primary concern of Congress 
was not one of economy in setting up “medicare.” 

(4) Administration. The effect of the committee's 
recommendation will be to create an administrative 
monstrosity. Limitation on civilian care will result in 
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uncertainties in the minds of dependents as well as 
physicians, nurses, hospitals, and others who have 
accepted responsibilities in carrying out the program 
in good faith. 

(5) Legislation. The “medicare” program has met 
with the overwhelming satisfaction of members of 
the armed services and their dependents. Any sub- 
stantive change should be dealt with by the House 
Armed Services Committee as a legislative problem, 
not as an economy measure by the House Appro- 
priations Committee. 

STUDENT NURSE AND INTERN HOUSING—On May 
26, the Senate Housing Subcommittee reported out 
a bill recognizing AHA’s plea to increase hospital- 
loan funds for student nurse and intern housing. The 
subcommittee recommendation was set at $100 mil- 
lion, a $75 million increase over last year’s authori- 
zation. 


The increase is in line with requests made in 
AHA testimony. 

Another feature of this subcommittee bill provides 
that there shall be ‘‘authority for private proprietary 
nursing homes to receive Federal Housing Adminis- 
tration insured mortgages. The mortgages could 
cover up to 75 per cent of the value of new or reha- 
bilitated property.” 

AHA testimony was given by William L. Wilson, 
administrator of Mary Hitchcock Memorial Hospital, 
Hanover, N.H. Appearing before 
Sen. John Sparkman (D-Ala.), 
subcommittee chairman, Mr. Wil- 
son reported that the federal gov- 
ernment has already received 66 
hospital loan applications totaling 
$33.8 million. He pointed out that 
the annual $25 million authoriza- 
tion, however, has been limited to 
$22.9 million by the Eisenhower 
administration. As a result, Mr. 
Wilson said, any further applica- MR. WILSON 
tions would be “an act of sheer 
futility.” It was emphasized that a number of hospi- 
tals would apply if authorization were increased. 

HILL-BURTON—On May 22, a House subcommittee 
favorably reported a bill to extend Hill-Burton for 
three years. The subcommittee also endorsed a sep- 
arate bill, H.R. 12694, to include a provision for 
federal loans for hospital construction under Hill- 
Burton. Both bills are sponsored by Rep. John Bell 
Williams (D-Miss.), subcommittee chairman. 

In these two actions the subcommittee set the 
stage for possible congressional extension of the 
Hill-Burton program in its present form with only 
the loan feature added. 

H.R. 12694 does not provide for additional 
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Hill-Burton funds. Federal loans are offered under 
the same eligibility requirements as the grants. The 
legislation would permit certain religious groups to 
use federal money for hospital construction without 
accepting federal grants outright in violation of 
their belief in separation of church and state. 

Under the terms of H.R. 12694, interest rates are 
fixed by formula which, under current conditions, 
works out to 2% per cent. 


S. 3497 and the Recession 


The Community Facilities Act, S. 3497, passed the 
Senate April 16. It provides a $1 billion loan fund, 
at 3.5 per cent interest, for community public works 
to be administered by the Com- 
munity Facilities Administration. 
It is the single source to which the 
hospitals of the nation can look 
for substantial low interest loans 
for their renovation and modern- 
ization projects. 

Hopes for early passage have 
dimmed since:the President’s 
speeches that the worst of the 
recession has now passed. 

AHA wrote to Chairman Brent 
Spence (D-Ky.), of the House 
Banking and Currency Committee, urging his com- 
mittee to take action on S. 3497. Chairman Spence is 
expected to report on several bills expanding the pub- 


REP. SPENCE 


lic-loan program of the Community Facilities Ad- 
ministration in early June. 

AHA has stated its belief that the need for a major 
hospital-loan program will stand on its merits, with- 
out the need for justification as an antirecession 
measure. As AHA told Chairman Spence’s commit- 
tee, hospital needs for general beds alone, at present 
construction costs, would require an expenditure of 
more than $3 billion. 

AHA pointed out that Hill-Burton funds were in- 
adequate to meet present needs for hospital mod- 
ernization. It stated: “Funds from the hospital survey 
and construction program have been inadequate to 
meet a growing backlog of hospital needs. In fact, 
this program has left largely untouched the serious 
and rapidly growing need for renovation and mod- 
ernization of our older hospitals. 


Medical-School Bill Freeze 


The American Hospital Association is seeking to 
thaw a congressional freeze on legislation providing 
federal grants for the construction of both health 
research facilities and for medical and dental teach- 
ing facilities. 

Legislation to extend the existing federal grant 
program for health research facilities for another two 
years and to establish grants for medical-dental teach- 
ing facility construction is combined in a single bill, 
H.R. 6874. 

H.R. 6874 was introduced at the request of the 
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administration by Rep. Oren Harris (D-Ark.), chair- 
man of the House Interstate and Foreign Commerce 
Committee. 

The Harris bill would extend the research facili- 
ties program until 1961 and increase the authorization 
by $135 million for both research and teaching facili- 
ties. No provision is made in the bill to determine the 
share of funds available for research facilities and 
for the new program to build teaching facilities. No 
change in the 50-50 matching provision for federal 
grants has been proposed. ; 

In a letter to Rep. Williams, Kenneth Williamson, 
AHA associate director, stated that as of last January 
the amount of federal funds sought under this pro- 
gram totaled approximately $176 million. This is al- 
most twice the $90 million available under present 
authorization 

Overhead costs In another development, the Senate 
may again attempt to aid health research institutions 
by writing into an appropriations bill a provision to 
abolish the 15 per cent limit on the amount of federal 
grant money used for indirect overhead costs in medi- 
cal research projects. 

The drive to increase funds for overhead research 
costs has been led by Marion B. Folsom, retiring 
secretary of health, education, and welfare. Mr. Fol- 
som told the Senate that the proposal! to raise funds 
to 25 per cent would cost $6.8 million in 1959. He said 
that the increase will “in the long run further the 
medical research effort of the nation and will increase 


the potential for greater research accomplishments. 

Other federal officials reported to Congress that 
medicine will soon be the only research field sup- 
ported by the federal government under the 15 per 
cent limit. Full overhead costs are paid on military 
research projects and plans are nearing completion 
to establish a reasonable estimate of overhead costs 
on science research supported by the National Science 
Foundation. 


Medical Services Appointments 


Dr. James V. Lowry has been appointed chief of 
the Bureau of Medica! Services of 
the Public Health Service, suc- 
ceeding the late Dr. John W. 
Cronin. Dr. Lowry has been dep- 
uty chief of the bureau since No- 
vember 1957. 

Dr. Arnold B. Kurlander has 
been appointed deputy chief of the 
bureau. Dr. Kurlander was assist- 
ant surgeon general for operations 
in the office of the surgeon gen- 
eral, Public Health Service. 

The Bureau of Medical Services 
administers the Public Health Service hospitals, the 
Indian Health Service, foreign quarantine, the hospi- 
tal survey and construction program, and research 
activities concerned with the nation’s dental and 
nursing resources. bal 


DR. LOWRY 
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Brillo Superweld is a radically new kind of 
floor pad. Its steel wool fibers are welded to 
form radial reinforced ribs. This means a 


more durable pad, a less costly operation for 
you. 


Brillo Superweld enhances floor finish 
Its metal fibers are cross-stranded in every 
direction . . . give a better cleaning and pol- 
ishing section on all types of floors—asphalt, 
hardwood, linoleum or vinyl. 


Brillo Superweld lasts longer 
A strong, yet flexible radial weld holds these 
metal fibers securely in place—adding greater 
strength and durability. Brillo Superweld can 
be used over and over again. 


Brillo Superweld lowers maintenance costs 
Every Brillo Superweld Pad has powerful 
abrasive action—enables your machine to 
work rapidly—gives floors a higher gloss. You 
save time and money when you use the new 
Brillo Superweld Floor Pads. See your sup- 
plier, or write: 


BRILLO MANUFACTURING COMPANY, INC. 


60 John Street, Brooklyn 1, New York 
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let an ACA man 


change your accounts 
receivable into 
operating capital 


This gentleman is an ACA 

collector. When people forget to pay 
your bills or ignore your letters, 
he will take over for you. 

And always remember, your good 
name is his first consideration. 
He is a master craftsman 
skilled in the art of 
dealing with people. 

Most large businesses carry 
insurance to cover bad 
debts, but many hospitals 
have only their own 
facilities to deal with 
reams of unpaid bills. 
Start balancing your 
hospital’s expenses with 
a larger income. Call in 
an ethical ACA 
collector—his services 
cost you nothing unless 
bills are collected. 
There are ACA 
offices serving 8,000 
communities in all 
48 states, Canada, 
Alaska, and 
Hawaii. For full 
information 

write this office—or 
look for the name of 
your ACA member 
collection agency in 
your telephone directory. 


AMERICAN 
COLLECTORS 
ASSOCIATION inc. 


5011 Ewing Avenue S., Minneapolis 10, Minn, 


*‘An International Association of 
Ethical Collection Agencies” 
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PSYCHIATRIC ASSOCIATION PRESIDENT SPEAKS— 


America’s large public mental hospitals are “bankrupt beyond remedy” 


and should be “liquidated.” 


So said the president of the American Psychiatric Association, Dr. 
Harry C. Solomon, at the group’s annual convention last month in San 


Francisco. 

Dr. Solomon, emeritus professor 
of psychiatry at Harvard Medical 
School and superintendent of the 
Massachusetts Mental Health Cen- 
ter, Boston, said in his presiden- 
tial address that few state mental 
hospitals have adequate staffs or 
are likely to have adequate staffs. 

Said Dr. Solomon: “The large 
mental hospital is antiquated, out- 
moded, and rapidly becoming obso- 
lete. We can still build them but 
we cannot staff them; and there- 
fore we cannot make true hospi- 
tals of them. 

“After 114 years of effort, in this 
year 1958, no state hospital has an 
adequate staff as measured against 
the minimum standards set by our 
association, and these standards 
represent a compromise between 
what was thought to be adequate 
and what it was thought had some 
possibility of being realized. 

“Only 15 states have more than 
90 per cent of the total number of 
physicians needed to staff the pub- 
lic mental. hospitals according to 
these standards. On the national 
average registered nurses are cal- 
culated to be only 19.4 per cent 
adequate, social workers 36.4 per 
cent and psychologists 65 per cent. 

“Even the least highly trained, 
the attendants, are only 80 per 
cent adequate. I do not see how any 
reasonably objective view of our 
mental hospitals today can fail to 
conclude that they are bankrupt 
beyond remedy. I believe there- 
fore that our large mental hospi- 
tals should be liquidated as ra- 
pidly as can be done in an orderly 
and progressive fashion. 

“In our present system it seems 
unlikely that there can be much 
improvement in the staffing of 
our conventional institutions. Our 
young physicians specializing in 
psychiatry are not heading toward 
our large hospitals, nor are the 
other categories of personnel. In 
many of our hospitals about the 
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best that can be done is to give 
a physical examination and make 
a mental note on each patient once 
a year, and often there is not even 
enough staff to do this much. 


SELF-LIQUIDATION SIGN 
“The first signs of self-liquida- 
tion are already evident. For ex- 
ample, in Massachusetts, until 
half a dozen years ago, there was 
a steady increase in the number 
of patients in the hospitals each 
year. Then a period of stabiliza- 
tion followed. In the last several 
years there has been a reduction 
at the end of each year -as com- 
pared with the beginning in the 
number of patients in hospitals. 
Moreover, this has occurred with 
an increasing 
number of ad- 
missions and a 
decreasing 
death rate, indi- 
cating a higher 
discharge rate. 
This suggests 
that if the trend 
continues less 
bed space will 
be required. 
This process of 
liquidation could undoubtedly go 
faster were staff and personnel 
more numerous, but as I indicated 
before, this does not seem prob- 
able in our present large hospital 
system.” 


DR. SOLOMON 


SUGGESTED ALTERNATIVES 

For acutely ill patients who 
respond readily to treatment, Dr. 
Solomon cited such alternatives to 
the state hospital as: psychiatric 
units in community general hos- 
pitals; private practitioners; small 
psychiatric hospitals for intensive 
treatment; outpatient clinics; “day 
hospitals” and “night. hospitals” 
where patients can be treated 
while they work or reside in the 
community; “half-way houses” and 
other after-care and _ rehabilita- 


End of Big Public Mental Hospitals Seen 


tion facilities, and special units 
for children and the aged whose 
needs cannot be met in the wards 
of large state hospitals. 

A new type of facility more like 
a home or colony of moderate size 
than a hospital was recommended 
by Dr. Solomon for chronic pa- 
tients who do not respond to treat- 
ment. The facility would provide 
adequate medical service, includ- 
ing psychiatric service, but it 
would focus mainly on vocational 
and social rehabilitation activities 
to help the disabled patient make 
the best possible adjustment to 
everyday life. 

Dr. Solomon suggested that a 
new profession might be developed 
for the management of such in- 
dividuals, based on the kinds of 
skills found among city planners, 
group social workers, educators, 
public health workers, and specially 
trained administrators. 

Installed as president succeed- 
ing Dr. Solomon was Dr. Francis 
J. Gerty, professor and chairman 
of the Department of Psychiatry, 
University of Illinois College of 
Medicine, Chicago. 

New officers elected at the APA 
convention were: president-elect, 
Dr. William Malamud, professor 
and chairman of the Department 
of Psychiatry, Boston University 
School of Medicine, and chief of 
psychiatry, Massachusetts Memo- 
rial Hospitals, Boston; vice presi- 
dent, Dr. William B. Terhune, 
medical director, Silver Hill Foun- 
dation, New Canaan, Conn., and 
associate clinical professor of psy- 
chiatry, Yale University School of 
Medicine; vice president, Dr. 
David C. Wilson, professor and 
chairman of the Department of 
Psychiatry and Neurology, Uni- 
versity of Virginia School of Med- 
icine, Charlottesville; secretary, 
Dr. C. H. Hardin Branch, professor 
and chairman of the Department 
of Psychiatry, University of Utah 
School of Medicine, Salt Lake 
City; treasurer, Dr. Robert H. 
Felix, director, National Institute 
of Mental Health, Public Heatth 
Service, Washington, D. C. 
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AT 10TH MIDDLE ATLANTIC MEETING— 


to such reports as those of the 
Commission on the Financing of 
Hospital Care and the Commission 
on Chronic Illness. 

He also told of the creation of 
the Joint Council to Improve the 
Health Care of the Aged. He said 
it was not the purpose of this joint 
council either to oppose or support 
the bill introduced by Rep. Aime 
J. Forand (D-R.1.). 

He said it was a clearinghouse 
for information on various aspects 
of the problem, including not pnly 
the ability to pay for these serv- 
ices but the 
ability of the 
providers to 
meet the de- 
mands. He said 
the joint coun- 
cil could elimi- 
nate duplication 
and many false 
Sst@pts and 
should be a 
7 success. “If such DR. CROSBY 
high-level 
groups as the American Dental 
Pi Association, the American Associ- 
2, ation of Nursing Homes, the Amer- 
: ican Hospital Association, and the 
+ American Medical Association 
¢ can’t get together,” Dr. Crosby 
; said, “there is not much hope for 
any of us.” 

He said that there was a need 
for integrated institutions caring 
for the aged, all related to th 
general hospitals. : 

The American Hospital Associa- 
tion, he said, has recognized offi- 
cially that there is a problem in 
the caring for and the financing of 
the hospital needs of the retired 
aged. He said that some individual 
hospitals were undoubtedly having 
severe financial problems in caring 
for the aged, but that it had not 
been determined that this strain 
was an urgent one on a national 
scale. He said it was urgent that 
immediate steps be taken to put 
together all the information needed 
to provide the best possible solu- 
tion. 

The best possible solution from 
the standpoint of labor, said Kath- 
erine Ellickson, was the social se- 
curity approach. Mrs. Ellickson is 
the assistant director of the De- 
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Approaches to Health Care of Aged Differ 


The multifaceted problem of health care of the aged received multi- 
faceted scrutiny at the 10th annual meeting of the Middle Atlantic Hos- 
pital Assembly in Atlantic City, N.J., May 21-23. 

Dr. Edwin L. Crosby, director of the American Hospital Association, 
explained the activities of the Association in this area, taking them back 


partment of Social Security, AFL- 
CIO. She said that organized labor 
wanted to continue to “work har- 
moniously with you in this effort.” 
She said that organized labor had 
completely supported the position 
of the American Hospital Associa- 
tion on extension of the Hill-Bur- 
ton act. She hoped that the leading 
health organizations could work to 
correct any deficiencies in the 
Forand bill, and she urged such 
efforts. 

Organized labor, she said, was 


DR. BORTZ DR. McGUINNESS 


opposed to application of a means 
test when it came to the provision 
of health care. 

“Under social security,” she said, 
‘‘fully insured status, once 
achieved, cannot be lost. However,” 
she continued, “commercial health 
insurance .. . is highly unreliable. 
It can be lost not only by dis- 
charge or other cessation of em- 
ployment but by cancellation. 

“Let us not forget that the prob- 
lems of the aged are acute. Too 
much study can mean too long 
delay for millions of men and 
women who eagerly await affirma- 
tive action. As it has long been 
said, ‘justice delayed is justice 
denied.’ It could also be said that 
‘health delayed is health denied.’”’ 


MEDICINE’S POSITIVE APPROACH 


The approach of organized medi- 
cine was given by Dr. Edward L. 
Bortz, past president of the Amer- 
ican Medical Association and mem- 
ber of the AMA’s Committee on 
the Aged. He is chief of medicine 
at the Lankenau Hospital in Phil- 
adelphia. 

Dr. Bortz said the major effort 
should be toward the achievement 


of positive health to keep the older 
persons out of hospitals. He urged 
a survey of illness among those 65 
and over and then said that the 
problem should be attacked at the 
local and community level. 

He said, “if we vote for govern- 
ment control, we would wipe out 
voluntary insurance and probably 
Blue Cross.”’ He scorned the asser- 
tion that use of the social security 
mechanism for the aged would 
have no effect on the voluntary 
way of doing things. 

He said that the voluntary way 
was the best method and that it 
was not necessary to have a blan- 
ket remedy for a specific illness. 

The age 65 is not a magic num- 
ber when it comes to the deteriora- 
tion of the person, Dr. Bortz said. 
He continued that his own experi- 
ence indicated that many had not 
started to deteriorate until they 
were 75, 85, or even over 90. He 
said the older person must have a 
positive energy maintenance and 
he urged that efforts be made to 
keep them out of hospitals and 
pleaded that they not be invited 
into the hospitals by making it 
financially advantageous. 


HEALTH CARE'’S FUTURE 


Dr. Aims C. McGuinness, special 
assistant to the secretary of the 
Department of Health, Education, 
and Welfare, discussed, with two 
other leaders, the future of health 
care in the United States. He saw 
solutions of health problems com- 
ing from combined experience and 
cooperative enterprise. He urged 
hospitals to broaden their services 
for ambulatory and chronically ill 
patients, to keep people out of hos- 
pital beds. 

He explained the Public Health 
Service’s interest in an experi- 
ment in graduated care (intensive 
care, intermediate, and self-help 
units) being conducted in Man- 
chester, Conn. 

Dr. Theodore Klumpp, presi- 
dent, Winthrop Laboratories, New 
York, on the same program, said 
the hospital would be the meet- 
ing place of scientists of. all dis- 
ciplines in the future with “more 
and more patients being referred 
to hospitals for investigation, study 
and treatment.”’ 

He said the “next great medical 
crusade will be directed toward 
the control of environmental fac- 
tors and patterns of living and 
behavior that predispose to disease 
and injury... . It will come to be 
the practice of preventive medicine 
in its broadest sense and it will 
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FASHION SEAL PRESENTS 
THE MOST IMPORTANT 
ADVANCE IN HOSPITAL GOWN 

DESIGN IN YEARS! 


® COMPLETELY ELIMINATES underarm binding, 
strain, uncomfortable bunching. 

© Allows maximum arm and body movement, 
keeping arm fatigue and strain to a minimum. 

® Prevents “riding up” of the gown, thus giving 
even greater freedom of movement. 


At last! The operating gown designed with the sur- 
geon’s apparel requirements in mind! No longer 
must the doctor be hampered by clumsy, restricting 
garments at the very moment when absolute free- 
dom of motion and maximum comfort are of upper- 
most importance. The patented Dynaflex® Comfort 
Panel allows for peak efficiency during surgery, 


| actually prolongs the life of the gown because of 

. the elimination of strain...proof again that Fashion 

i Seal is America’s First Name in Uniforms! 

, Available in White, Jade, or Misty Green. 
See your Institutional and Service Textile 
: Distribution dealer or hospital supply dealer. * 
Sales Office: 175 Fifth Avenue, New York, N.Y. a 
FASHION SEAL UNIFORMS Executive Offices & Factories: Huntington, N. Y. 7 


JUNE. 16, 1958, VOL. 32 


7 


PAT NO. 2.369.416 
\ 
aay 
| 
Ber 
of the tr 
Ponse_ we “Mendoys 
Patients’ have 
Dyn,” With 
95 


be practiced to a large extent 
in our hospitals.” 

Dr. Crosby, the third speaker, 
said marked changes had occurred 
in the characteristics, especially 
age, of hospital patients and by 
1980 probably one-third of hospi- 
tal care would be provided to per- 
sons who are more than 65 vears 
of age. People must be urged to 
budget more of their disposable 
dollars for health care, Dr. Crosby, 
said, adding that the graduated 
care experiment, while an impor- 
tant issue which bears study, would 
probably not reduce the total cost 
of care. 

The final general session was 
devoted: to medico-legal liability. 
Vincent F. O’Rourke, a New York 
attorney, said that legal decisions 
eliminating the charitable immu- 
nity of hospitals in New York had 
opened the floodgates to damage 
suits. He said he believed that 
claims. would double or treble 
very shortly. 


MEDICAL RECORDS NEED CARE 


He urged great caution in the 
preparation of medical records, 
Saying that hospital records were 
“loaded with admissions of liabil- 
ity.” The tightening of hospital de- 
fenses against unwarranted mal- 
practice claims was “absolutely 
necessary.’ He emphasized that 
care be given to every complaint 
and suggested an extension of 
training for laboratory personnel 
especially and a little stiffening 
of the rules. 

Jack J. Fulton, 
sentative, Truck Insurance Ex- 
change, Los Angeles, described 
the insurance program which has 
been so successful under the aegis 
of the California Hospital Asso- 
ciation’s insurance council. He said 
the program was born out of a real 
crisis in malpractice insurance and 
had resulted in an actual decrease 
in malpractice premiums among 
the participating hospitals. How- 
ever, he said, a decrease or stabil- 
ization of malpractice premiums 
is not the first goal of the program. 
Rather, he said, the primary ob- 
jective is to increase patient safe- 
ty. By so doing, he continued, 
hospital liability would necessarily 
decrease. 

He explained the incident re- 
porting system on which the pa- 
tient safety program in California 
is based and said that close scru- 
tiny of these reports had resulted 
in progressive steps to improve 
patient care. 
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Dr. Crosby Announces 
Four AHA Appointments 


Dr. Edwin L. Crosby, director of 
the American Hospital Association, 
has announced the appointment of 
Eleanor C. Lambertsen, Ed.D., as assist- 
ant secretary of the Council on 
Professional Practice and secretary 
of the Committee on. Nursing. 

Miss Lambertsen holds the de- 
grees of master and doctor in edu- 
cation from Columbia University. 
She is presently an assistant pro- 
fessor in Columbia’s Teachers Col- 
lege; she also holds a faculty ap- 
pointment in the School of Public 
Health, administrative medicine- 


program in hospital administra- 
tion. From 1950 to 1957, Miss Lam- 
bertsen was an instructor and field 
supervisor at Teachers College, 
during which time she was direc- 
tor of a W. K. Kellogg Foundation 
supported project in nursing ad- 
ministration. 

Dr. Crosby also announced that 
Duncan D. Sutphen Jr. has been ap- 
pointed chairman, Materials De- 
velopment, Community Relations 
Service for Hospitals, a new pro- 
gram sponsored jointly by the 
American Hospital Association and 
the Hospital Research and Educa- 
tional Trust. Mr. Sutphen is presi- 
dent of the board of Phelps Me- 


New Addition to 


Chicago's 


Skyline 


LOOKING NORTH from the downtown campus of Northwestern University (one block away), 
work on the new American Hospital Association headquarters building can be seen. Brick- 
work has been completed to the ninth floor level and all but one of the floors has been 
poured, Most of the processed granite facing on the front columns of the building has 
been erected. Curtain wall (the housing for windowpanes) has been put up to the fifth 


floor level; 


curtain wall near the hoist (center of photograph) will not be put up until 


the building is nearly completed so that men and materials will have easy access to 


the work areas. 


Windows will pivot, permitting window washing from inside the building. 
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morial Hospital, North Tarrytown, 
N.Y., and has been associated with 
the hospital field since 1942. He is 
executive director of Gotham Ad- 
vertising Co., division of Gotham- 
Viadimir Advertising Inc., and 
president of his own advertising 


MISS LAMBERTSEN 


MR. SUTPHEN 


consultant firm in New York City. 

The Community Relations Serv- 
ice will provide graphic arts ma- 
terials, illustrated features, and 
other public relations aids for use 
by hospitals in their communities. 
The program will be prepared this 
year; it is anticipated that the 
service will be available to hos- 
pitals 1959. 

Dr. Crosby announced that Elten 
TeKolste and Jack Owen, staff repre- 
sentatives on the Council on Ad- 
ministrative Practice, have been 
named assistant secretaries of the 
Council. 

Mr. TeKolste will be adminis- 
tratively responsible for the areas 


MR. TeKOLSTE 


MR. OWEN 


of accounting, financial manage- 
ment, purchasing, standardization 
and simplification, safety, and in- 
surance. 

Mr. Owen- will be administra- 
tively responsible for the areas of 
hospital organization, management 
development, personnel, supervi- 
sory training, methods improve- 
ment, housekeeping, laundry 
management, engineering and 
maintenance. 


Groups Elect Officers 


Canadian Hospital Association: presi- 
dent, Dr. D. F. W. Porter, hospital 
consultant, Bathurst, New Bruns- 
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Miore Comfort for the Patient 
Miore Time for the Nurse 


“PUSH-BUTTON’ Hilow Bed 


Hill-Rom Safety Sides do not inter- 
fere with use of the patient control 
ponel. 


Procedure Manual No. 3— 
“Hilow Beds," by Alice L. 
Price, R.N., M.A., Nurse 
Consultant for Hill-Rom. 
Copies for student nurses 
and graduate nurse staff 
will be sent on request. 


@ This new Hill-Rom Hilow Bed 
—the first all-electric Hilow Bed— 
saves nurses many unnecessary 
trips to the patient room or unit. 
The patient can adjust the back- 
rest and kneerest, whenever de- 
sired, for greater comfort. The 
nurse is not needed for routine 
spring adjustments. If patient con- 
trol is not desirable, the nurse 
merely needs to flip the “‘cut-out”’ 
switches on the motor unit. All 
switches are mechanically inter- 
locked—no two pushbuttons can 
be operated at the same time. 

For complete information on this 
or any of the three other Hill-Rom 
Hilow Beds, write for Procedure 
Manual No. 3. 


Approved by Underwriters’ Laboratories, Inc., for use with oxygen 


HILL-ROM COMPANY, INC. Batesville, indiana 
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Roe PLANT 


Power outages 
can do no harm 
in this hospital 


Onan Electric Plant supplies emer- 
gency power for lighting and all 
vital electrical equipment 


An Onan Emergency Power System 
protects patients and personnel. Sup- 
plies current for lighting corridors, 
operating rooms, delivery rooms, stair- 
ways; provides power for heating 
system, ventilators, elevators, X-Ray 
machines, and other vital equipment. 
Your hospital is assured of electric 
power at all times with Onan Emer- 
gency Electricity. Operation is com- 
pletely automatic. When highline power 
is interrupted, the plant starts auto- 
matically ; stops when power is restored. 
Models for any size hospital —1,000 


to 150,000 watts A.C. 


Complete standby systems 
at lower cost 


Onan Vacu-Fio cool- 


ing permits using air- 
cooled models in 
many installations at 
co considerable sav- 
ing. Check Onan be- 
fore you specify. 


wick; first vice president, Harvey 
Taylor, administrator, West Coast 
General Hospital, Port Alberni, 
British Columbia; second vice 
president, Dr. John Neilson, com- 
missioner, Ontario Hospital Serv- 
ices Commission, Toronto, Ontario; 
treasurer, Dr. John E. Sharpe, 
superintendent, Toronto General 
Hospital, Toronto. 

Hospital Association of Pennsylvania: 


president, Walter J. Rome, execu- 
tive director, Children’s Hospital 
of Pittsburgh, Pittsburgh; first vice 
president and president elect, Ray 
K. Bolinger, administrator, Robert 
Packer Hospital, Sayre; second 
vice president, Mabel A. Barron, 
administrator, Ellwood City Hos- 
pital, Ellwood City; treasurer, 
Joseph W. Bishop, administrator, 
Hahnemann Hospital, Scranton. ® 


See your — Write for 
architect or Gran Standby 
engineer Folder 
D.W. ONAN & SONS INC. 


Z3132A University 
Minneapolis 14, Minnesota 
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MATTHEW BARRON 
Administrator 
Portland City Hospital 


State Association Presidents 


MAINE MASSACHUSETTS 


‘ 


RT. REV. MSGR. 


Director of Catholic Hospitals 


MICHIGAN 


x * 


GEORGE E. CARTMILL JR. 
A. C. DALTON Director 


Harper Hospital 


Portland Archdiocese of Boston Detroit 


NEW JERSEY 


DR. ABRAM L. VAN HORN 
Medical Director 
Kate Macy Ladd 

Convalescent Home 


WALTER J. ROME 
Executive Director 

Children's Hospital 
of Pittsburgh 


PENNSYLVANIA TEXAS 


W. P. EARNGEY JR. 
Administrator 
Harris Hospital 

Fort Worth 


Far Hills Pittsburgh 


X-ray Technicians Hear Plea 
For Unified School Program 


A nationally unified education 
program for x-ray technicians 
should be aimed at, technicians 
were told at the 1958 convention 
of the American Society of X-ray 
Technicians. The technicians’ so- 
ciety met in Dallas, Tex., earlier 
this month. 

Speaking on the topic of ed- 
ucation was George F. Koening, 
chief technician and instructor in 


radiologic technology at the Uni- 
versity of Missouri. 

Mr. Koening stated that respon- 
sibility is the key word associated 
with the healing arts and that an 
education program designed to 
meet the ever increasing needs of 
x-ray technologists is required to 


‘help cope with this responsibility. 


In another address at the con- 
vention a technology instructor told 
how women in an advanced stage 
of pregnancy could be x-rayed 
with less than usual stray ra- 
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diation. Helen G. Matthews, 
School of X-ray Technology, Uni- 
versity of Arkansas Medical Cen- 
ter, Little Rock, said that high 
speed screens should be used at a 
distance of five to six feet, and 
that high kilovoltage and four mil- 
limeters of aluminum filters should 
be utilized. 

Mrs. Matthews stated that after 
a series of comparative studies 
using routine x-ray procedure and 
the high voltage distance tech- 
nique, it was found that the latter 
technique substantially reduced 
radiation to the patient. s 


Tuberculosis Patient Care 
Costs Lowered, VA Reports 


Cost of caring for tuberculosis 
patients in Veterans Administra- 
tion hospitals has dropped $38 mil- 
lion during the last three years. 

The information was released by 
Dr. W. B. Tucker, VA director of 
tuberculosis service, who said the 
reduction could be attributed in 
large part to improvement in treat- 
ment, much of which resulted from 
VA research projects. New drugs 
and therapy for treatment of the 
disease have shortened the time 
needed for recovery, he said. 

For the past 12 years, VA has 
conducted a joint research project 
with the armed forces during which 
37,000 tuberculosis patients were 
under study. 

This research, Dr. Tucker said, 
has led to: 

® Reduced likelihood of disa- 
bility from the disease. 

® Shortened hospital stay. Pa- 
tients formerly needed two years 
of hospitalization for recovery; less 
than one year is usually needed 
now. 

® Quicker return to productive 
employment after hospital dis- 
charge. Patients previously had to 
undergo prolonged rest at home. 

® Sharply cut relapse rate. For- 
mer relapse rate was 35 to 50 per 
cent. The relapse rate is now less 
than 5 per cent; the hospital death 
rate from tuberculosis has been 
cut from more than 5 per cent to 
approximately one per cent. . 


Education Group Sets Up 
New Association Program 


A Division of .Services to State 
Associations has been organized by 
the National Association for Prac- 
tical Nurse Education. 

This division will be headed by 
an associate director of NAPNE 
who will be a licensed practical 
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nurse. A second associate director, 
a registered nurse, will head the 
organization’s Division of Practi- 
cal Nurse Education. 

Among the services that will be 
provided by the new association 
division are assistance in post- 


graduate courses for practical 
nurses and in extension courses for 
nurses licensed by waiver. 

“The new division,’ said NAPNE 
Executive Director Hilda M. Tor- 
rop, “will function through state 
committees which will include 
representatives of the state prac- 
tical nurse association, hospitals, 
medical groups, schools of prac- 


tical nursing, and others in the 
health field.” 


Chairman of Board Elected 
By Health Information Group 


Eugene N. Beesley has been 
elected chairman of the board of 
directors of the Health Informa- 
tion Foundation. Mr. Beesley is 
president of Eli Lilly and Co., 
pharmaceutical manufacturers. 

The election took place in New 
York City at the ninth annual 
meeting of the foundation. 

George Bugbee was re-elected 
president of the foundation. . 


Reliance 


offices 


Cincinnati 14, Ohio 


THE CHOICE OF 
PROGRESSIVE HOSPITALS 
AND CLINICS 


No. 25 MOBILE EXAMINATION 
AND TREATMENT TABLE 


Model No. 25 without attachments 


For General Purpose use in 
64 Hospitals and Doctors’ 


X-ray therapy treatment 
Transporting accident room 


11 inch hydraulic height 


Positive four wheel brakes 
Conductive Rubber Tires are 


Conductive Cover is optional 
at no additional cost 


No. 25 GC/S8 patients 
Gynecology Minor surgery 
adjustment 
standard 
No. 25 AR 
Eye, Ear, Nose 
& Throat 


See this equipment at your 
Authorized Dealer's showroom, 
or write for brochure. 


Manufacturers since 1898 


Dept. H-6, Western Ave. at Noeher St. 


No. 25 GC 
Speciclists’ use 
in clinics 


No. 25 $8 
Spina! ancesthesia 


No. 25 HR 
Proctology 
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W. M. Frazier Recipient 
Of Pharmacists Award 


Walter M. Frazier has been 
named recipient of the 1958 Har- 
vey A. K. Whitney Award for 
his outstanding 
contributions to 
American hos- 
pital pharmacy. 

Mr. Frazier 
has been chief 
pharmacist of 
Springfield 
(Ohio) City 
Hospital since 
1938. He is a 
past president 
of the American 
Society of Hospital Pharmacists 
and is a charter member of that 
organization. 

The award was presented for- 
mally at a testimonial dinner re- 
cently in Los Angeles. This event 
was held in conjunction with the 
annual meeting of the American 
Society of Hospital Pharmacists 
and the convention of the Ameri- 
can Pharmaceutical Association. 

The award was established by 
the Michigan Society of Hospital 
Pharmacists in 1950 to honor Har- 


MR FRAZIER 


vey A. K. Whitney, a hospital 
pharmacy leader and a founder of 
ASHP. Mr. Whitney died Dec. 15, 
1957 ( HOSPITALS, J.A.H.A., Feb. 1, 
p. 81.). 


CURRENT LISTINGS OF 
NEW ASSOCIATION MEMBERS 


NEW INSTITUTIONAL MEMBERS 


ARKANSAS 
Forrest Memorial Hospital—Forrest City 
CALIFORNIA 
Ridgecrest Hospital—Ridgecrest. 
KENTUCKY 
Fulton Hospital Inc.—Fulton 
MAINE 
Peoples Benevolent Hospital—Fort Kent. 
MINNESOTA 
St. Raphael Hospital—Parkers Prairie. 
NEW JERSEY 
Hospital and Hebrew Home for Orphans 
and Aged of Hudson County ersey 
City. 
NEW YORK 


United Home for Aged Hebrews — New 
Rochelle. 
OKLAHOMA 


Pawnee Municipal Hospital—Pawnee. 
Stroud General Hospital—Stroud. 
OREGON 
Ashland General Hospital—Ashland. 
SOUTH CAROLINA 
Barnwell County Hospital—Barnwell. 


TEXAS 
Pittsburg Medical and Surgical Hospital 
Inc.—Pittsburg. 
Wilkinson Clinic Hospital—Roby. 
ECUADOR 


Hospital Vozandes del Oriente—Shell Mera, 
Pastaza. 


NEW PERSONAL MEMBERS 


Alden, Richard D.—purch. agt.—Bingham- 
ton (N.Y.) City Hospital. 

Alleott, Robert L.—exec. sec.—Vermont 
Hospital Association—Rutland. 

Barrett, Stephen L.—asst. adm.—Middlesex 
Memorial Hospital—Middletown, Conn. 

Blake, Jason P.—dir. of purch.—Michael 
Reese Hospital—Chicago. 


Bouley, Arthur J. chief engr Woon- 
socket (R.I.) Hospital 
Brooks, LCDR E chief of fin. div 


Naval Hospital—Jacksonville, Fla. 

Brown, J. B.-asst. dir.—-Vancouver (British 
Columbia) General Hospital 

Buckler, Lt. Col. Phillip J.—DeWitt Army 
Hospital—Fort Belvoir, Va. 

Carr, Guy R.—asst. chief engr.—Veterans 
Administration Hospital—Roanoke, Va. 

Cooper, Israel—adm. asst.—Community 
Hospital at Glen Cove (N.Y.) 

Crow, Robert M.—chief engr.—Providence 
Hospital——Waco, Tex 

Davis, Samuel—adm. asst.—Roosevelt Hos- 
pital—_New York City. 

DiBona, Lt. Col. Philip—adm.—USAF Hos- 
pital—-Lockbourne AFB, Ohio 

Du Pree, Edward—contr.—St. Vincent's 
Hospital—Bridgeport, Conn. 

Gill, aniel G.—asst. adm.—Pennsylvania 
Hospital—Philadelphia 

Glunz, Karl D res.—-St. Joseph's 
Hospital-—-Milwaukee. 
Hallowell, Harry E.—asst. plant supt.— 
Pennsylvania Hospital—Philadelphia. 
Katz, Sheldon S.—food serv. dir.—Mid- 
Island Hospital—Bethpage, 

Kirk, John H trustee — Warren (Pa.) 
General Hospital. 

Koppman, David—adm.—University 
Heights Hospital—New York City 
Lambert, Orrin D.—supt. of bidg. and 
grds.—Mary Fletcher Hospital—Burling- 
ton, Vt 

Long, Charles S.—exec. steward—Overlook 
Hospital—Summit, 

Mcintyre, Dr. Kenneth E.—med. dir. and 
adm.—Metropolitan Hospital and Clinics 
—Detroit 

Puntenney, Frank Jr.—adm. res.—Colum- 
bus (Ohio) State Hospital 

Stocking, John H.—adm. res.—Rochester 
(Minn.) Methodist Hospital. 

Swatzburg. Louis—contr.—Pontiac (Mich.) 
General Hospital 


THE COMPLETE 

PACKAGE FOR 

HANDLING THE 
DECEASED 


PAC distributor. (See below). 


FIVE TIES. 


2265 W. ST. PAUL AVE. 
PATTON HALL, Inc. 47, ILLINOIS 
SHROUDPAC is available through: A. S. Aloe Co.; American Hospital 


Supply Corp.; E. F. Mahady Co.; Meinecke & Co., Inc.: Physicians and 
Canada: ingram & 


Hospitais Supply Co., inc.; Will Ross, tnc.; 
Bell, L 


SHROUDPAC, the time-saving procedure for easier, cleaner, 
faster handling of the deceased. Special hospital white, fully 
opaque plastic shroud sheet respectfully shields the body 
from view and prevents embarrassing soilage. Always ready 
for instant use, no searching, no improvising. SHROUDPAC 
stores compactly in a handy six-unit dispenser. 

For further information and samples, contact your SHROUD- 


SHROUDPAC CONTAINS 
these necessary items: PLASTIC 
SHROUD SHEET (Adult Size or Child 
Size) ¢ CHIN STRAP « THREE UNIFORM 
IDENT. TAGS « TWO CELLULOSE PADS 


Each SHROUDPAC comes in a poly- 
ethylene bag designed to hold the 
personal belongings of the deceased. 


“THIS 
MONTH'S 


* 108814 
CHEST OF 
DRAWERS 

(with Mirror) 


Built and priced to cost less per year served. Features 
full dust-proof construction. Its grained plastic top 
resists scratching, burning or staining. Has four 
drawers, dovetail design, with center drawer guides 
and concealed pulls. Dimensions: 32” wide x 18%” 
deep x 361%.” high. When 
order is sufficient, any 
finish can be supplied. 


FICHENLAUB 


Contract Furniture 


SEND FOR BULLETIN 1054 


3501 BUTLER ST. PITTSBURGH 1, PA. 
ESTABLISHED 1673 
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Troy, Walter G 
(Mass.) Hospital 
Whitten, Thomas M.—engr.—Georgtfa 
Warm Springs, Warm Springs Founda- 
tion. 


plant engr.-Malden 


HOSPITAL AUXILIARIES 


Auxiliary of the Coronado (Calif.) Hos- 
pital. 

U.C.L.A. Medical Center Auxiliary—Los 
Angeles. 

Volunteers of Children’s Hospital San 
Francisco. 

St. Thomas More Hospital Auxiliary 
Canon City, Colo. 

Auxiliary of Habersham County Hospital 

Demorest, Ga. 

Wayne Memorial Hospital Auxiliary—Jes- 
up, Ga. 

St. Clara’s Hospital Auxiliary—Lincoln, Il 

Women's to the McDonough Dis- 
trict Hospital—Macomb, Il. 

St. Anthony’s Hospital Guild-——Dodge City, 
Kans 

Women's Association of Wesley Hospital 
and Nurse Training School—Wichita, 
Kans 

Auxiliary of Grayson County War Me- 
morial Hospital—Leitchfield, Ky 

Metairie Hospital* Woman's Auxiliary 
New Orleans 

Baptist Memorial 

ansas City, Mo 

Ladies Auxiliary of Shore Memorial Hos- 
pital—Somers Point, N.J 

Tuxedo Memorial . Hospital! 
Tuxedo Park, N.Y 

Ladies Auxiliary of Mercy Hospital—Mt 
Vernon, Ohio 

Women's Association of Robinson Memo- 
rial Hospital—Ravenna, Ohio 

County Auxiliary to the Memorial Hospi- 
tal of Chester County—West Chestér. Pa 

Thomas D. Dee Memorial Volunteer Aux- 
iliary—Ogden, Utah 

Mary Guild of St. Mary’s Hospital—Green 
ay, Wis 

De Paul Hospital Guild—-Cheyenne. Wyo 


Hospital Auxiliary 


Auxiliary 


Film reviews 
(Continued from page 86) 


The primary objective: of. this 
film is the recruitment of young 
people in the field of cyto-tech- 
nology. It has, however, many fa- 
cets of interest which remove it 
from a simple recruitment film and 
put it in the class of an educa- 
tional film of the very highest or- 
der. 

The motif around which the film 
is built is the story of a day in the 
life of a cyto-technologist, Betty, 
a personable young woman, who 
carries out her work during the 
unfolding of the various elements 
of the film. The story is introduced 
by a remarkably lucid description 
of the cellular structure of the tis- 
sues and the methods by which 
this cellular structure is utilized in 
the various methodologies of cyto- 
technology. The descriptive text is 
superimposed on beautiful and 
striking animation, and periodi- 
cally further fortified by actual 
time-lapse microphotographs of 
living cells and of various ex- 
amples of normal and abnormal 
cell preparations. The preparatory 
explanation is finally applied to 
the work of Betty in the cytology 
laboratory, surrounded as she is 
by the other activities of a hospi- 
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tal department of pathology. Thus 
the audience is given the oppor- 
tunity of glimpsing many different 
parts of the daily routine in a 
pathology laboratory. There are 
also periodic references to medical 
technology as another field in 
which a student interested in sci- 
ence might find a career. The prac- 
tical application of the work of 
the cyto-technologist is skillfully 
woven into the picture. 

This film has a wide field of use- 
fulness, not only as a recruitment 
tool, but as an informative film 


for laymen at all educational 
levels, and also for both para- 
medical and medical groups. It 
should be ideal for use in nurses’ 
training schools, science courses 
of all sorts, and especially biology 
classes. It is an ideal film for show- 
ing before womens’ clubs, church 
groups, service clubs and, of 
course, is of fundamental impor- 
tance to cancer society groups. 
The great emphasis which is be- 
ing given to the use of cytologic 
methods in the early detection of 
cancer of many kinds, and par- 


Proved in doily use by institutions 
throughout the world, Porto-Lift's 
smooth and effortiess hydraulic action 
eliminates the time-consuming, physical 
strain of moving patients by hand. 


For geriatrics cases . . . prone posi- 
tion patients ... leq amputees... post 
operatives Porto-Lift meets every 
lifting need easily, in complete safety 
ond comfort. 

Have your nearest medical supply 
dealer demonstrate a Porto-Lift for you, 
or write Dept. G, Porto-Lift Manufactur- 
ing Company. 
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ticularly cancer of the uterus, 
makes the showing of this film 
especially for recruitment pur- 
poses, a necessity. The recruitment 
and training of cyto-technologists 
is an obligation of all those inter- 
ested in the problems of cancer 
diagnosis and treatment. This film 
is an ideal tool for use in the very 
important national campaign to 
interest young people in obtaining 
training in cyto-technology. 
—LALL G. MONTGOMERY, M.D., 
chairman, Board of Registry, 
Registry of Medical Technologists 
of the American Society of Clini- 
cal Pathologists. 
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The medical records department: 
a look ahead 


(Continued from page 33) 


an expensive proposition. Student 
medical record librarians are of 
practically no service value to the 
hospital. This is a point that is not 
fully understood by administrators. 
In a hospital school, the medical 
record librarian director has a 
serious responsibility for the edu- 
cation of her students; her services 
to the hospital, too, are limited ac- 
cording to the extent she is in- 
volved in the educational pro- 
gram. 

Hospital connected educational! 
programs are expensive, but they 
do have the effect of upgrading 
the quality of patient care. This is 
as true of a school for medical rec- 
ord librarians as any other pro- 
gram. 

Miss Bictow: Another ap- 
proach to obtaining and educating 
students for the medical record 
field might be public relations— 
an all-out recruitment program. 


The profession has not succeeded 
in getting the message to high 
school and junior college students 
that medical record library work 
is a fascinating profession, that 
there is an acute need for trained 
personnel and that there are train- 
ing schools available. Perhaps the 
full “Madison Avenue” treatment 
is needed and perhaps not, but in 
some way this message must be 
carried to students. 

Miss HEATH: One fact that hasn't 
been mentioned is that in prac- 
tically any other profession on the 
college level there are scholarships 
of one type or another available. 
A veteran’s scholarship, state 
scholarship, company scholarship, 
and so on. An extensive nation- 
wide scholarship program is needed 
to cover students going into the 
collegiate level of medical record 
training. 

SISTER MAry EvuGENE: In addi- 
tion to a national program, per- 
haps states that have schools with- 
in their territorial. limits could 
also sponsor students. 

Miss HEATH: We probably could 
increase the number of persons 
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entering the field if more programs 
were organized on a more formal 
collegiate basis. Once a medical 
records program appeared on the 
curriculum of a college or uni- 
versity more persons would be at- 
tracted into the field. The fact that 
a degree would be granted would 
also increase the appeal of the 
program. Then, too, the program 
would have a collegiate air about 
it. 

Mrs. McGuire: Would these collegiate 
level programs be conducted primarily 
away from the hospital environment or 
would they still include education in the 
hospital setting? 


SISTER Mary EuGENE: I believe 
hospitals would still figure in it. 
Perhaps not as many hours would 
be spent in a hospital as at present, 
but certainly studies within the 
hospital would be in greater depth. 
A collegiate program should not 
take students away from the hos- 
pital entirely, lest they become un- 
realistic in their approach to hos- 
pital problems. Theory can be 
taught anywhere, but teaching 
students how to apply theory 
would require a hospital setting. 


Mrs. McGuire: lt is reassuring to find 
that so much thought is going into recog- 
nizing needs and changing patterns in 
the medical record field, and that plans 
ere underway to meet these changes 
even though it will be a long process. 
We are most grateful to you for sitting 
down and talking about them. s 


Hospital association meetings 
(Continued from page 6) 
October 15-17; Saskatoon’ (Bess- 

borough Hotel) 
Virginia Hospital Association ——Novem- 
ber 14-16; Roanoke (Roanoke Hotel) 
Washington Hospital Association——Octo- 
ber 15-16; Tacoma (Winthrop Hotel) 
West Virginia Hospital Association —— 
October 16-18; Charleston (Daniel 
Boone Hotel) 


AHA INSTITUTES 
(THROUGH NOVEMBER 1958) 


Hospital Public Relations——June |6-19; 
Berkeley, Calif. (Claremont Hotel) 
Hospital Pharmacy——June |6-20; Phil- 
adelphia (Temple University) 

Directors of Hospital Volunteers——June 
25-27; Kansas City, Mo. (Bellerive 
Hotel) 

Hospitel Law——July |-3; Denver (Cos- 
mopolitan Hofe!l) 

Hospital Purchasing —July East 
Lansing, Mich. (Michigan State Uni- 
versity) 
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Hospital Pharmacy— July 28-August |; 
Chicago (University of Chicago) 

Selected Areas in Dietary Department 
Administration —— September 8-12; 
Konsas City, Mo. (Bellerive Hotel) 

Disaster Planning —- September 1|5-1!7; 
Dallas, Tex. ‘Adolphus Hotel) 

Evening and Night Nursing Service Ad- 
ministration Institute——September 22- 
25; Indianapolis (Sheraton-Lincoln 
Hotel) 

Operating Room Administration —— Sep- 
tember 29-October 2; New York City 
(Sheraton-McAlpin Hotel) 

Medical Social Workers—-September 29- 
October 3; Minneapolis ‘Hotel Radis- 
son) 

Directors of Hospital Volunteers——Octo- 
ber 1-3; Washington, D. C. (Willard 
Hotel) 


Safety-Insurance——October 6-8; Wash- 
ington, D. C. (Shoreham Hotel) 

Workshop on Improving the Effectiveness 
of Supervision October 6-9; Fort 
Worth, Tex. (Hilton Hotel) 

Medical Record Library Personnel—No- 
vember 3-7; Chicago (LaSalle Hotel) 

Nursing Service Administration— Novem- 
ber 3-7; Philadelphia (Bellevue-Strat- 
ford Hotel) 

Physical Therapy —— November |0-!4: 
Kansas City, Mo. (Bellerive Hotel) 

Hospital Organization Planning Work- 
shop——November |2-1!14; Austin, Tex. 
(Stephen F. Austin Hotel) 

Hospital Organization Planning Work- 
shop — November 1|17-21; Boston 
(‘Somerset Hotel) 

Disaster Planning ——- November | 8-20; 
Los Angeles ‘Ambassador Hotel) 


CANCER REGISTRY SYSTEM 


Complete . . 


Practical . 


. Authoritative 


Use the system that provides all essential 
elements specified in the Manual of Cancer 


Registries and Cancer Clinical 


Activities 


of the AMERICAN COLLEGE OF SURGEONS. 
Be sure that your records meet every stand- 
ard required for approval of a Cancer Program. 
Here are the basic forms in our system: 


°* A CANCER ACCESSION REGISTER 


Cancer Registry Summary 


Sheets 


* Cancer Registry INDEX FOLDERS 
°* A to Z Tab Guides for Filing 


Indexing and Follow-Up Signals 


This system demands minimum maintenance 
time of the medical record librarian, yet assures 
efficient functional records. It also saves space. 
The cancer abstract file becomes a patients’ 
index, and with the new color-coded plastic 
signals, also becomes a follow-up control and a 
cancer index by site and histological type. 


For descriptive Circular 1562, write to Dept. CRS 


Physicians’ Record Company 


161 W. Harrison Street 


Chicago Illinois 
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openly and freely in expressing 
any criticism of the company: “I 
want your honest opinions,” he 
exclaimed, “even if it costs you 
your job”. 

Many hospitals ask patients to 
comment on their services. It 
might be done in this way: “Please 
give us your honest opinion of our 
services to you, even though you 
might be our patient again in the 


JOHN H. HAYES 


future”’. 
A Chicago newspaper tells about =o 2 
a stern boss who exhorted his em- A great deal of wonderful heart 
ployees to speak their minds surgery is being done nowadays. 


FOR SAFE, FAST IDENTIFICATION 
AT A PROFIT! 


DEKNATEL NAME-ON BEADS... 


PAY YOU A PROFIT on every strand when parents buy these 
fine jewelry-like keepsakes. The most modest charge yields 
a steady, substantial revenue. 

PAY YOU IN TIME SAVED because they are made up swiftly 
without complicated tools or involved technics. Too, Letter 
and Number Beads are read at a glance...no puzzling 
over hard-to-read handwriting or data blurred by water or 
medication. 

PAY YOU IN SECURITY because only Deknatel Name-On Beads 
have a doubly-safe closure. No snapping or sliding devices 
subject to possible mechanical failure are used. 


IT WILL PAY YOU to write today for sample and details of 
Deknatel’s 30 day trial offer. — 


A i 96-21 222 St., Queens Village 29, N. Y. 


Manufacturers of Needled Sutures for Every Operative Procedure 
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Is there a title for “heart surgeon”” 
How about “Orthocardiologist”’? 

A surplus due to a shortage: Too 
much to do and too little time in 
which to do it. 

In an argument the fellow who 
generally has the last word is the 
fellow who says “No”, 

If there were no recessions how 
would we know when times are 
good? 

& 

The fellow who raises heck 
about how much the _ hospital 
charges him-might be a good judge 
of how much his life is worth. 

A nurse of unusual beauty 
Decided to do private duty; 
But that isn’t fair. 

More than one man should share 
such a beautiful, dutiful cutie. 
An x-ray technician named Coombe 

Took for herself a new groom: 
Then she learned that he drank: 
And, in fact, was a tank 
She should have, but didn’t see 
throom. 

Could you describe a man who 
is always going about very fast, 
but not getting anywhere, as being 
in orbit? 

If it be true that the most diffi- 
cult things you have to do are 
those which you should have done 
yesterday, then the things you 
don't have to do until tomorrow 
ought to be a cinch to do today. 

Maybe the reason they could 
sell so many two pants suits is 
that we sit down too much these 
days. 

A man finds that the two easiest 
things to fall into are love and 
debt: and generally it takes a lot 
of money to get out of either of 
them. 

Railroads are having a tough 
time of it nowadays. The way of 
the transporter is hard. 

Would you call the Communist 
Dictator of Poland “Anode”? He 
is a positive Pole. 
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Classifications: Classified advertis- 
ing accepted to run under the fol- 
lowing headings: 1—Services; 2— 
Instruction; 3— Wanted; 4— For 
Sale; 5—Positions Wanted; 6—Posi- 
tions Open; 7 Miscellaneous. 


Transient Rate; Thirty cents a 
word; minimum charge $4.50 per in- 
sertion. 


Contract Rate: Six-point body 
lines, 13 pica columns, $1.40 per 
line; eight-point display lines $1.70 
per line. Five per cent discount for 
twelve-insertion contracts with no 
change of copy. Ten per cent dis- 
count for twenty four-insertion con- 
tracts with no change of copy. 


SERVICES 


DISASTER PLANNING consulting service 
to aid your industry or institution to pre- 
pare plans of action in case of fire, flood, 
natural disaster or civil defense situations 
Timothy G. Stillman, P.O. Box 54B, Corn- 
wall-on-Hudson, New York 


WANTED 


SELLING HOSPITALS? CARRYING A 
SIDELINE interest you? Then AAA-! 
company is looking for you. Products top 
quality in their field.: Enjoy national dis- 
tribution. Basis strictly commission, 15% 
Address HOSPITALS, Box I-45 


POSITIONS OPEN 


The new Warren Hospital, a 212 bed gen- 
eral hospital, located in Phillipsburg, New 
Jersey, completion expected in the early 
summer of 1958, has the following opening: 
for: MEDICAL RECORD LIBRARIAN: Reg- 
istration desired but not absolutely neces- 
sary, DIETITIAN: A.D.A., DIRECTOR OF 
VOLUNTEERS, MEDICAL SOCIAL 
WORKER, GENERAL DUTY NURSES: All 
shifts, must be eligible for New Jersey 
license, OPERATING ROOM NURSES. Di- 
rect letter of application to: Administrator, 
Warren Hospital, Phillipsburg, New Jersey 


RADIOLOGIST: Full-time associate. Cer- 
tified. 486-bed.general hospital. Very active 
department and fully equipped for x-ray 
work. Opportunity for qualified radiologist 
Excellent remuneration. State training, ex- 
perience, availability, marital status, etc 
Apply to Director, The Royal Columbian 
Hospital, New Westminster, British Co- 
lumbia, Canada 


ADMINISTRATOR OR OFFICE MANA- 
GER: small general hospital; Milwaukee 
area; only experienced considered; salary 
open. Prerequisites accounting. credits, 
collections, personnel. Address HOSPI- 
TALS Box I-26 


REGISTERED MEDICAL RECORDS LI- 
BRARIAN Need California license. II] 
bed accredited hospital. Salary open. Write 
Administrator, Grossmont .Hospital, P. O 
Box 158, La Mesa, California 


LIBRARIAN, REGISTERED MEDICAL 
RECORD. To assume charge of Record 
Room, 400-bed hospital. Excellent oppor- 
tunity. 40-hour week. Salary. open. Address 
HOSPITALS, Box I-36. 
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GENERAL DUTY NIGHT NURSE. Immedi- 
ate pening. 38 bed, modern, JCAH fully 
accredited hospital located in central Ari- 
zona in heart of Verde Valley. Elevation 
3500 ft.. ideal year round climate within 
few minutes of beautiful Oak Creek Can- 
yon and 150 miles from Grand Canyon. 
Only 2 hours drive to Phoenix, a rapidly 
growing metropolis. 5 day 40 hour week; 
starting salary $280 with periodic increases; 
paid vacation; sick leave; holidays. Blue 
Cross available: Social Security. Apply to: 
Director of Nurses, Marcus J. Lawrence 
Memorial Hospital, P. O. Box 538, Cotton- 
wood, Arizona. 


DIRECTOR, OCCUPATIONAL 

THERAPY — Modern tuberculosis hospital 
with efiiliation program. Five day week, 
40-hour, paid vacations, 7 holidays, sick 
leave, social security. Excellent opportunity 
for progressive administrator esume to 
Director, Occupational Therapy, Emily P. 
Bissell Hospital, 3000 Newport Gap Pike, 
Wilmington 8, Delaware. 


ASSISTANT ADMINISTRATOR: Leading 
to administrative position, 35-bed progres- 
sive general hospital with expansion pro- 
gram. M.S. H.A. or equivalent experience 
necessary. Salary open. Address replies to 
Secretary to Mr. M. Hughes, President, 
Capitol Hospital. 1971 West Capitol Drive, 
Milwaukee 6, Wisconsin 


MEDICAL DIRECTOR: Recently opera- 
tive modern 75 bed Tuberculosis Hospital 
located in Southeastern Ohio. Salary range 
$12,720 to $15,120. Attractive residence at 
reasonable cost. Eligible for Ohio license 
Apply: Director, Ohio Department of 
Health, Columbus, Ohio 


OFFICE MANAGER AND ASSISTANT 
ADMINISTRATOR: 180 bed hospital. De- 
gree in accounting preferred. Opportunity 
to become Administrator Fastern Sea- 
board City 300.000. Salary $6,600. Write 
full particulars of education, experience 
and age to HOSPITALS. Box I-44 


DIRECTOR OF NURSES: 441 bed, mid- 
western, university affiliated, teaching hos- 
pital. Prefer person with considerable ad- 
ministrative experience and Master's 
degree. Apply: Hospital Administrator, 300 
City Hall, Louisville 2, Kentucky 


DIETITIAN: Opening in 400 bed hospital 
which is adding 120 bed rehabilitation unit. 
Excellent opportunity in therapeutic or 
administrative work for A.D.A. registered 
erson. Salary commensurate with train- 

ng and experience. Liberal benefits. Apply 
Personne! Director, Iowa Methodist Hospi- 
tal and Raymond Blank Memorial Hospital 
for Children, Des Moines, Iowa. 


POSITIONS WANTED 


ANESTHETIST: Over seventeen years ex- 
perience. Western Reserve graduate. Gives 
all types of anesthetics. Address HOSPI- 
TALS, Box I-43 


THE MEDICAL BUREAU 
M. Burneice Larson—Director 
900 North Michigan Ave. 
Chicago 11, Iilinois 


To physicians, hospital administrators, 
nursing executives and others in the hos- 
pital and medical fields confronted with 
the delicate but important problem of re- 
locating, the physician in need of an asso- 
ciate, or the institution reorganizing or 
augmenting its staff. Burneice Larson of 
fers the services of The Medical Bureau. 
All negotiations strictly confidential. Op- 
ortunities in all parts of America, includ- 
ng countries outside continental United 
States. Please note our descriptions of op- 
portunities in the first issue of cath month 
——— Write us please for further 
e 


MEDICAL PLACEMENT 


15 Peachtree Place, N.W. 


Atlanta, Georgia 


Among current listings are: 


PHARMACIST SUPERVISOR (male) Men- 
tal hospital, South. Salary $5880 per year 


DIRECTOR OF NURSES, Southern loca- 
tion. Salary $325.00 per month plus fringe 
benefits 


NURSE ANESTHETIST for 225 bed hospi- 
tal. Starting salary to $500.00 per month 


PHYSICAL THERAPIST for group—mid- 
west 


X-RAY TECHNICIAN, N. C. location. 
MEDICAL RECORD LIBRARIAN, Florida 
CAFETERIA MANAGER, Texas industria! 
plant. Home Ec. degree plus practical exp 
Car necessary. Salary $335.00 month 
DIETITIAN, A.D.A. RN. girls college, 
located in one of the South's finest cities 
Salary $300.00 month for nine months 


LABORATORY TECHNICIANS needed 
throughout this area 


Many other positions open 


OUR 62nd YEAR _ 


WooDWARD 
val Bureau 


FORMERLY AINOES 


N. WABASH AVE. 
CHICAGO. | 


Tclephone RAndolph 6-5682 


ADMINISTRATORS a) Coordinate hosp, 
med & adm functions, 2 fully apprvd hsps, 


800 bds: wide latitude for indiv decision; 
req's extensive exper; prefer FACHA; sub- 
stantial b) 175 bd, tchg hsp; req’s 


FACHA able dir 200 bd expansion; $15-20, 
000; MW. i‘c) JCAH, voluntary, general 
hsp, 140 beds: Midwest. (d) To dir 20 bd 
expansion, new 30 bd hsp: prefer older 
man: $6-7500. Mid So e) 100 bed general 
hospital on Gulf, twn 30,000, Florida. (f) 
Asst: vol, gen hsp 225 bds, tchg prog: about 
$8,000: Ilge city on Lake Mich. ‘g) Full 
chge TBec hosp, 175 beds; unit very lIge 
hsp erp: excel potential advance; West 
coast. th) To dir 100 bd, fully apprvd ped 
hsp, unit 4 specialized hsps, compos’g im- 
por med cntr; will report dir to exec dir 
of hsp grp: exec potential: univ city nr 
NYC 


ADMINISTRATIVE POSTS: (i) Bus Mgr; 
5 vrs acctng exper able dir dept, 40 people; 
duties gen, & cost acctng. systems, pro- 
cedures lge univ iil genl hsp: about 
7.200: MW. (j) Con troller: duties set up 
simple routine account’g, c & c, inventory 
control; 12 hsps; some travel: to $11,000; 
exec potential; MW. (k) Purchasing Agent: 
300 bd, fully apprvd vol, genl hsp. unit of 
10 hsps; excl oppor advance; about $9,000; 
coll twn 100,000: MW. 


DOROTHEA BOWLBY ASSOCIATES 


8 South Michigan Avenue Chicago 3, Ill. 
Suite 1420—ANdover 3-5293 
Dorothea Bowlby, Director 


A Specialized Employment Service for 
Medical and Hospital Personnel. (Men 
and Women.) For Administrators, Person 
nel Directors, Business Managers, Dieti 
tians, Physicians, Directors of Nurses, 
Therapists, Pharmacists, Medical Record 
Librarians, Anesthetists, Public Relations 
Directors, Housekeepers, Bacteriologists, 
Biochemists, Medical Technologists, X-Ray 
Technicians, Fo Service Managers. Al) 
inquiries from applicants are kept strictly 
confidential. 
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THE PHYSIOLOGIC PLASMA ELECTROLYTE 


Provides ionic concentrations of sodium, chloride, calcium 
and magnesium precisely as found in human plasma... 
the potassium concentration is twice that of normal 
plasma and bicarbonate is also provided in twice its 
plasma concentration in the form of metabolizable pre- 
cursors, acetate and citrate. 


INDICATIONS: Uncomplicated medical, surgical, pediatric, 
orthopedic and urologic cases . . . to counteract dehydration 
... to expand volume of plasma and intracellular fluid with- 
out distorting ionic composition . . . to prevent postoperative 
potassium deficiency . .. to restore normal plasma electrolyte 
values in infantile diarrhea . . . and in the management of 
metabolic acidosis. 


Because of the unique balance of its components, PLASMA- 
LYTE promotes normal fluid and electrolyte balances without 
inducing potassium toxicity, tetany or metabolic acidosis. 


HOW SUPPLIED: Bottles containing 500 ml. and 1000 ml. 


Where protein-sparing effect and increased caloric infusion 
are indicated, specify 

PLASMALYTE with Travert’ 10% 
Bottles containing 500 ml. and 1000 ml. 


BAXTER LABORATORIES, INC. 


Morton Grove, Illinois 


DISTRIBUTED AND AVAILABLE ONLY IN THE 37 STATES EAST OF THE ROCKIES (except in the city of El Paso, Texas) THROUGH 


AMERICAN HOSPITAL SUPPLY CORPORATION 


SCIENTIFIC PRODUCTS DIVISION GENERAL OFFICES © EVANSTON, ILLINOIS 
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313 Nerth First Street 
Ann Arbor, Mich. 


EFFECTIVE AGAINST A WIDE RANC. 


CHLOROMYCETIN 


COMBATS MOST CLINICALLY IMPORTANT PATHOGENS 


IN VITRO SENSITIVITY OF THREE COMMON PATHOGENS 
TO CHLOROMYCETIN AND TO A WIDELY USED ANTIBIOTIC GROUP* 


STAPHYLOCOCCUS PYOGENES 


PROTEUS MIRABILIS 


| Antibiotic Group 3% 


46 strains 


46 strains 


PSEUDOMONAS AERUGINOSA 


55 strains 


*Adapted from Roy, T. E.; Collins, A. M.; Craig, G., & Duncan, IL. B. R.: Canad. M. A. J]. 77:844 (Nov. 1) 1957. 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) is a potent therapeutic agent and, because 
certain blood dyscrasias have been associated with its administration, it should not be used indis- 
criminately or for minor infections. Furthermore, as with certain other drugs, adequate blood 
studies should be made when the patient requires prolonged or intermittent therapy. 


PARKE, DAVIS & COMPANY: DETROIT 32, MICHIGAN 
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4icrofilms 
$23 strains Antibiotic Group 61%: 
/ 
64 strains Antibiotic Group 14% f, 
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